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I. From the user’s end 


To most members of the literate society 
in India, the word "population" has come to 
mean largely this country's most pressing 
"problem", and the major reason for all the 
social and economic ills which afflict the ma- 
jority of our people. The "solution" is seen 


as a population contro! programme which, by 


supplying contraception, will bring down the 


‘birth rate through the adoption of the smal] 
family norm. The Family Planning (FP) pro- 


gramme administered by the Union Ministry 


of Health is the instrument for. realising 


this objective of population control. 


Because the "problem" is more or less 
visualised in the neuter gender, it is not ade- 
quately acknowledged that the FP programme 
is overwhelmingly aimed at women. Because © 
of its integration with the maternal and 
child health (MCH) component of health poli- 
cy, the programme fails to reach out to 
those who might be interested in'male contra- 
ception. This. bias has been reaching frighten- 


ing dimensions during the years after 1977 


when the forced vasectomy campaign of 
the emergency resulted in an election. debacle 
for Mrs. Indira Gandhi's ‘government. Since 
women today. are ,the primary targets of- 
FP policy, it is time the programme was 
critiqued from the point of view of those 
at the receiving end. 


At. , the. international conference on 
"FP in the 80s" held’ in Indonesia in April 


_ 1981, perhaps for the first time, the focus 
was placed on "the user's perspective." 


The conference’. stressed that "FP programmes 
need-to tailor their services and the contra- 
ceptive methods they offer to the needs and | 
preferences of the people who use them". 
A’ women's perspective of India's FP progra- 
mme is a necessary starting point for proper 
monitoring .of this’ programme by women's 
groups and health groups in this country. 
This booklet is an effort towards outlining 
such a perspective. What. do women want 
from the FP programme and what dre they 
actually getting? Proceeding from this ques- 
tion, one can-begin to think of action strate- 
gies towards demanding that the government 
does indeed tailor FP services to meet the 
felt needs. of the people in this country, and 
especially the women who, besides: constitut- 
ing, one half of the population, bear the 


BOX | 
Contraception: back to square ane 


Sundari Ravindran ftom India deseribes 
in the narrative below her experiences 
and the barriers she encountered in trying 
to obtain bitth control methods: 


mts a Curse to be Bona Woman..." 


1 first sought contraception a few days 
before my wedding. ° Bitth control was not 
@ topic 1 could discuss. freely with my 

mother, and my women fuiends had little 
experience in the matter. | turned toa 


ddetor friend, a woman, and she injected 


e with Depo-Provera. 
/ 


1 was told that wt wasa very effective 


contraceptive. The only side-effect 1 
was likely to experience was absence of 
periods, but that was nothing to worry 
about. It might be a few months. after 


went off the contraceptive before 1 concet- - 


ved and I was not to worry. 


A few weeks went by, when 1 accidenta- 
Uy came across an article about the possi- 
ble side-effects of Depo-Provera, and 


1 panicked. My first dose was to be effec-. 
tive for three months, and 1 decided 1 


would not go back for subsequent shots. 


At the end of three months, 1 went to 
another gynaecologist, seeking buth con- 
trol advice. She wanted to know why 1 
needed bitth control when 1 had no child- 
12Nn. } 


"You need some sound advice f10m your 


brunt of child-rearing as well as contracep- 
tion. ; | 


In order to understand why the govern- 
ment has adopted such an aggressive popula- 
tion control policy, -it is first necessary 
to examine the myth and reality of the 
poverty-population syndrome and to. see 
how the FP programme has evolved over 
the years; why did it choose the directions 
it has taken’ What is the role played by 


elders," she said "Childbirth % not some- 
thing you can choose at will. You may — 
choose now to put it off, but who knows. 
6 you will conceive at all when you really 
want to.” . 


1 was very upset. 1 did not want a child 
at least for the. first two or three years 
and was not even sure 1 wanted one even- 
‘tually! 1 sought help from a general prac- 
titionet, a man, who gave me a couple of 
packets of contraceptive pills and a pres- 
cription for future purchases. | started on 
the. pill and continued to be on it for 
the next two years. 1 had no problems, no 
side-effects. on 


' Then, 1 decided 1 wanted a child, and I 


stopped taking the pill. 1 little anticipated 
what was to follow. 1 suffered f10m nausea 
-and dizziness, felt very weak and drained 
out and. even had some spells of fainting. 


1 became flustered at the least pretext, 


cried very often, and could hardly cary 
on my regular activities. 


1 consulted a doctor and was told that 
my problems had nothing to do with going 
064 the pill; 1 was probably going through 
a bad period and wads probably under 
stress. Worse still, 1 did not. menstruate for 
the next two months and worried that 1 
had become sterile. 


Becoming pregnant became an obsession 
over the next few months, and, fortunately, 
1 did get pregnant at the end of six months. 


the world population control establishment 
in influencing this policy, and why at a glo- 
bal level are the rich countries so desperate 
to reduce the population growth of the deve- 


loping nations? The first section in this 
booklet provides a_ brief overview of this 
background. 


The second section examines the impact 
on women of the government's policies re- 
garding the promotion of the Intra Uterine 


geno ee 


After my baby was bom, 1 was back 
at square one: helo needed for birth con- 


trol, please! 1 decided to try the Copper T 


this time, which was being inserted (ree-0f- 


cost at the Govemment's Maternity Hospi- — 


tals and Family Planning Clinics. 


The gist time 1 went, 1 was asked to - 


come back on the fifth day of my period. 
1 was sent off with a prescription (or B- 
Complex tablets and a general health "to- 
nic.” 1 was treated like a dumb creature, 
with no explanations given for any of these 
instructions. When 1 attempted to aise 
questions, the doctor made impatient gestu- 
12s, as if to say there was no time. And 


there was a long queue waiting to be atten- 


ded to. 


The next time 1 went, I was guided into 


the waiting room of the family planning 
clinic. A clerical assistant filled out my 
name and address, age etc. in a form and 
asked me to wait till 1 was called. | 


The waiting toom was a cramped little . 


place adjoining the toom where IUDs were 


being fitted. The 100m was partly open, and 
one could get glimpses of what was going. 
on inside. One by one the names were 

called out, and the women went in‘and out, 


each taking barely five minutes. - | 


After a while, 1 was asked to empty my 


bladder and get teady 401 my turn. There 
was just one toilet for the entire materni- 
ty out-patient wing, and women were going 
in about five ot six at a time.-1 was horu- 


fied and stood around {01 more than hif- 
teen minutes. Finally, 1 gathered courage 
and walked in with four or five others and 
finished my business. 


When 1 went back, 1 got a good chiding 
for taking such a long time. My name was 


* eventually called out, and 1 went into the 


room. | was asked to lie down and put my 
legs up on the stirrups. The doctor was talk- 
- ing about something else with her nurse 
assistant all the while and suddenly 1emar- 
red to her that 1 had not shaved my yu- 
bic hait before coming {01 the insertion. 


] felt dizzy and nervous. And before 1 


knew what, something was inserted into my 
vagina. 1 was then told, "It's over. Nextt" 
The next person was already coming 
in. The many questions that I'd almost be- 
gun to ask were stifled in my throat. | 
. walked out of the 100m feeling angry, de- 
fenseless, as if 1 had been stripped naked 
against my wishes and close to tears. 


1 am educated, middle-class, and have 
access to some information on contracep- 
tives 410m magazines and journals joubli- 
shed in “Engtisn. Yet, this was what | 
had to endure to obtain birth-control. | 
dread to’ imagine the lot of the many poor 
and wUliterate women in this and other 
countries. It's no wonder that many women 
believe that "It's a. curse to be boma 
woman..." : 4 


- Women's World, ISIS June 1985 


Me 


Device (IUD), sterilisation, abortion, the 
pill and the injectable. The third section 
covers a further range of issues relating to 
the topic of women and FP: the neglect 
of male contraception, barrier methods and 
natural family planning (NFP); the use of 
human guinea pigs in contraceptive resear- 
ch; the selective abortion of female foetu- 
ses; how religion and state policy on FP — 
attack women's rights; the neglect of safe 
childbirth.and lack of help to overcome infer- 


tility under an aggressive anti-natalist policy; 
the use of media and now, population educa- 
tion to. strengthen the myth-that population 
is the root cause of all social and economic 
evils. 


The final chapter sums up the dichotomy 
between women's. demand for birth control 
as a. human right and FP programmé which 
ostensibly exists to meet this demand. What 
are the areas of conflict and convergence 


BOX 2 
Controlled by Patriarchy 


One woman whose mother-in-law was 
against her son having himsel sterilised, 
expressed her willingness to undergo the 
operation if her husband permitted. It 
appears that even on the question Of 
family planning women do not, by and 
large, feel they ‘have “ independent 
decision to make-and take their cues 
{rom men or elder women.| One young 
woman had already borme four children 
and was pregnant with the fifth. Her 
husband was a gambler and did no work, 
she and her mother-in-law worked in 
the field and in the house. On being 
questioned, though her husband admitted 
that they did not have the means to . 
support so many children he laughed and 
said, "How can we stop having children? 
This is God's gift." Any attempt to talk 
dinectly to the wife was forestalled by 
the mother-in-law who said, "What 
the use of his getting operated? She 
‘can still bear: children. by other men." . 
One 23 year old woman had evolveda — 
very unique and effective method of 
bitth-control. She was a devotee of 
Kali and claimed that if her husband 
touched her he would be struck down 
by the wrath of the goddess. A small 
-boy ftom the» Aetighbourthood: narrated to 
the team how het husband had actually 
collapsed when he approached her. He 
was later reported to have said: "1 felt 
as though 1 was struck: hatd by an invi- 
sible hand." The «way this woman had, 
consciously or unconsciously, used reli- 
, gion and superstition, and manipulated 
it in her favour, ts 1emarkable. . | 


-Women in Focus (Kumud Sharma et al) 1984 


and what is the women's movement's stand 
on family planning? 


To keep this. booklet down to an opti- 
mum and manageable length, I have avoided 
including the kind of details and information 
about contraceptive methods which are 
readily available to the target readership 


from other sources. The CED Health Cell 
itself has already produced two Counter- 
facts on the injectable: and the pill which 
are additional .sources, and most women's 
groups and health groups have access to 
copies of Our Bodies, Ourselves, ' published by 
the Boston Women's’ Health Collective, which 
has indeed become a:.sort of Bible for the 
global women-and-health movement. In this 
booklet priority has been given to discussing 
policy implications and issues, and I have 


"included .the kind. of information which will 


contribute to making the total picture: of - 
the. politics of FP clearer. It is hoped that 
the book. will provide ideas for action by 
activist groups through a broad framework | 
for monitoring the FP programme. Hope- 
fully also, women's studies units will «be 
stimulated into initiating research in those 
areas where information gaps exist. Where- 


_ ver possible I have indicated the existence 


of such gaps and the need for further data 
collection. ‘ : . 


] have also outlined WHO. norms for 
safe provision of different FP services as well 
as various policy statements by the popula- 


tion control agencies. These will give moni- 
toring groups a. basis for demanding that 
the FP: providers conform to the safe and 
humane criteria laid down by their own autho- 


rities. Lessons from other countries have 
been cited wherever relevant. 


I have tried to give as many examples 
as possible ‘for women's actual experiences 
with the FP programme and its personnel, 
many. of which illustrate the sharp contrast 
between stated policies and what happens 
in reality. Some of the examples from Bom- 
bay were sent-to me by~*an activist friend — 
frem information which was gathered during 


the field work of the Society for Promotion 


of Area Resource Centre (SPARC). It would 
be useful if the women-and-héalth movement 
were to set up a central clearing of infor- 
mation regarding the experiences of women 


from- different socio economic sections. and 


regions in their search for, and use of, con- 
traception. Micro-level studies in social 
science research abound with examples of 
the total lack of rapport between health 
personnel providing FP. services and the 
women they are expected to reach. But we 


Once a couple attains the desired ‘family 
size, & is mainly the woman who bears 
the on-going fear of further pregnancies, 
knowing that the esponsibility for addi- 
tional children - or abortions au upon 


her. The physical risks and hardships {or 
women as they resort to village-level 
abortions for unwanted pregnancies are 
predictably high. That women usually feel 
obliged to seek abortions without their 
husband's knowledge reflects the oppre- 
ssive degree to which their lives are con- 
trolled by men. This subordinate position 
of women also partially explains why the 
number of "official" abortions perfhormed 


The reasons for this are several: transpor- 
tation expenses, lost wages and a general 


need a mthod by which information related 
to women and FP can be sifted out from 
these larger studies and put together ina 
body of information which in turn will form 
- a wide data-base for action. 


It should not be forgotten that patriar- 
chy and oppressive living conditions greatly 
inhibit women's access to _ birth 
No FP programme imposed from above can 
help unless there is fundamental — social 
change. Abuses have crept into the _ pro- 
gramme _ precisely because FP _ personnel 


BOX 3 
Double Burden 


in medical institutions continues to be only 
a tiny proportion of the estimated total. 


eontrol. - 


suspicion of the govemment FP activities 
are all important factors. But it’ is also 
true that for most village women it is un- 
thinkable {01 them to ask "permission" 420m 
their husbands to seek abortions at these 
centres, or equally as unthinkable for them 
to make such a jourmey alone under some 
other pretext. As a result, safer, institu- 
tional abortions remain for the most part 
out of theit reach, Thus, in the general 
effort to limit famuy size, women bear not 


. onlya greater buaden- than men, but in addi- 


tion, an entirely unnecessaty physical burden 
and. this is s0 precisely because they have 
so kuttle control over their lives, reproduc- 
tive and otherwise. 


- Sheila Zurbrigg, Rakku's Story, 1984 


seek to control women's reproduction while 
leaving every other aspect of their lives un- 
changed. Therefore, even as we demand 
that FP policy be made accountable to the 
people, we must remember that birth-control 
Is but one aspect of the total women's move- 
ment whose goal is structural, social and 
economic change. | | 


Reference: 


I. Studies in Family Planning, Vol.12, No.6/7, 
June/July 1981. 


II. 


Ideology of 
population control 


"To control the reproduction of the poor 
people is a piece of cynicism unless they 
have themselves asked for it and unless 
they are allowed to take active part in the 
planning of such a programme. To facilitate 
people to plan their families. according to 


their own wishes is a. different matter of 


course. If a women finds it essential to 
limit her number of children, she should be 
given the opportunity to do so, but she 
should also be given the right to education, 
a productive job, a stable economy, a mea- 
ningful social standard and other fruits of 
a well-planned development. Population 
control means people are controlled by 
others. Family Planning means that people 
control themselves. The two concepts are 
irreconcilable." 


_ - Lars Bondeate™; Poverty and Population Con- 


_ trol, 1980 


"If anyone accepted we were beaming with 


joy": One more acceptance: "People used to 


say birth control was written on our fore- 
heads." - A field official involved in one of 
the earliest FP projects in Punjab, quoted 


in The Myth of Population eaprireds Mahmood 


Mamadani, lias 


The Indian Government's overriding empha- 
sis on the small family norm and the conse- 
quent trends in its FP policy need to be under- 
stood in the context of the world Population 
Control Establishment's obsession with bring- 
ing down birth rates in the developing coun- 
tries. So total is the hold of the population 
bogey on-the minds of the literate sections 
in this country that it ‘is also necessary to 
examine the myth and reality of the poverty- 
population syndrome. The two sections in 
this chapter attempt to outline the total 
picture which in turn will offer a basis for 
a critique of the FP programme. 


Anatomy of India’s FP policy 


The year 1921 marked the beginning of 


rapid population growth in India mainly | 


because of the change in mortality and fer- 
tility rates. Life expectancy rose and death 
rates declined as a result of plague eradica- 
tion, famine relief and control of malaria 
and smallpox. Public health measures and 
medical technology also helped. However, 
while various health programmes have had 
an impact on the survival of children cross- 
ing the age of five, infant and child morta- 
lity are still very high and this remains a 
‘crucial factor determining the trends in 
birth rate. 


The 1981 census placed the current popu- 
lation of India at 685 million, second only 
to China's 971 million. The present growth 
rate is estimated at 2 per cent which means 
that about 13.7 million people are being 
added to the population every year. 


The World Population Plan of Action 
(UN 1974) had stated that "countries which 
consider that their present or expected 
rates of population growth hamper their 
goals of promoting human welfare are invi- 
ted to consider adopting population poli- 
cies". Most developing countries today, in- 
cluding India, pursue an "anti-natalist" poli- 
cy to discourage fertility. The concept of 
'planning' or 'planned parenthood' coupled 
with a policy of using incentives and disin- 
centives is a characteristic of the anti- 
natalist policy. | 


India was the first independent country 
in the world to adopt in 1951 a policy 
of reducing population growth through a 
government sponsored national family plan- 
ning programme. Earlier, in 1941, the popula- 
tion sub-committee of the National Planning 
Committee had already identified popula- 
tion growth as a cause of poverty and under- 
development. (This false equation remains 
the basis of the population ideology of 
the Establishment.) | 


Plan period 1951-85: FP has been given a 
progressively higher priority in each plan, 
and higher budgetary allocation. However, at 


least in principle, the Planning Commission 
has never considered population control as" 
a substitute for socio-economic develop- 
ment. (As many writers have pointed 
out, the Indian FP scene is characterised 
by a yawning gap between stated policies 
and actual goings-on at the field level.) 


An FP cell was set up in the Planning 
and Development section of the Directorate- 
General of Health Services in 1952. FP 
from the beginning has been the responsi-— 
bility of the Health Ministry, a Centrally © 
sponsored and financed programme imple- 
mented by the states. By, the Third Plan, 
a full-fledged department of FP was estab- 
lished within the Health Ministry under a 
Minister of cabinet rank. It: was also rede- 
signated as the Ministry of _Health and 
Family Planning. ('Planning' was changed 
to 'Welfare' by the Janata- Government in. 
1977 in-an effort to neutralise the unsavoury 
aura which came to surround the very - 
phrase .'family planning' after the excesses 
of the Emergency.) 


In 1966, the Central Family Planning 
Council was set up with the Health Minis- © 
ter as Chairman, with similar councils in 
the states. The same year, a Commissioner 
of FP was appointed to head the Depart- 
ment of FP, whose rank was _ elevated 
in 1974-75 to that of a Joint Secretary. . 
Though the commissioner's post was held 
by a medical doctor, the upgraded post 
has always been held by an IAS officer. 


In the states, the State Family Welfare 
Bureau is headed by a Joint Director of 
FP and Maternal and Child Health, with an 


officer of the rank of Secretary to head 


the cell in the Secretariat. Implementation 


_of the FP programme is through the PHCs 


while the urban family welfare centres 
have patterns of staffing varying with the 
size of population to be covered. ~ 


Four different styles of approach have 
been tried out over the decades in an 
effort to bring down the birth-rate. 


BOX 4 
Too many people? 


Doesn't the fact that there are now at 
feast 500 million undemourished and star- 
ving people prove that there isn't enough 
ag ot land {01 everyone to be adequately 

? 


To diagnose the cause of hunger as scar- 
city of food and land is to blame nature 
“for people-made problems. In doing the 
research 401 Food Fésst: Beyond the Myth 
of Scarcity we have learned that the 
earttn's natural limits are not to blame. 
Hunger exists in the face of abundance; 
therein ies the outrage. 


The’ world is producing each day, two 
pounds of gtain - more than 3000 calo- 
ues and ample protein - for evety man, 
woman and child on earth. A third of 
this gtain now goes to feed livestock. On 
a global scale the idea that there %& 
not enough food to go atound simply does 
not hold up. But global figures mean little. 
What counts is whether adequate food- 
producing 1esources exist m countues 
where so many people go hungty. The 
resources do exist, we have found that they 
arte invatiably undewsed ot misused, 
creating hunger for many and surgert for 
 & feW.. 


According to the FAO, fess than 60 per 
cent of the world's cultivable land 1s now 
being cropped. Grain yields m the under- 
developed countries could more than 
double before reaching the average yields 
of the industrial countries. In most of 
these countries, land presently harvested 
once yearly could provide two or even 
more harvests. Barriers to unleashing this 
productive capacity ate economic: Wher- 
ever there is unjust, undemocratic control 
over productive resources, their develop- 
ment is thwarted. 


_ In most countries where people are hun- 
gly, large landholders control most 04 the 
land - and they are the least productive. 
Land monopolised by a few %& inevitably 


underused. The wealth produced is invaria- 
blynot reinvested for tural development but 
drained off §0% conspicuous consumption and 
for investment in industries catering to 
the fancies of urban and foreign well-to-do. 


Low productivity also results from econo- 
mic and social injustices. The influential 
fandownets monopolise access to extension 


setvices, markets and non-usurious credit. 


Without individual or shared ownership of 
land, how can tenants, sharectoppers and 
landtess labourers either be motivated or 
have the wherewithal to conserve and im- 
prove the land for better cr0ps? 


Co-operation is the most essential ingre- 
dient for development. To build and main- 
tain ivugation systems ort control pests, 
everyone in a village must work together 
to be effective. But, co-operation is unki- 
kely when there 4 grossly unequal ownership 


Of land and productive 12s0u1ces. 


Apart ftom measuring underused potential, 
we must also assess the misuse’ of 1250u71C25. 
When the majouty do not have the buying 
power, agucultural resources will be made 
to sere those who can pay the domestic 
upper strata and high-paying markets 
abroad. Luxury, crops expand while basic 
food crops are neglected. In 1973, 36 out 
06 40 of the world's poorest countries - 
those classified by the UN as being the 
most seriously affected by inflated world 
food pruces - exported agucultutal commo- 
dities to the U.S.A. 


When the earth's tremendous productive 
capacity is underused and when its bounty 
is increasingly stiohoned off to feed the 
already well-fed, scarcity can hardly be 
considered the cause of hunger. 


Condensed (10m: Food Fist: Beyond the 
Myth of Scarcity, 1978, by Frances 
Lappe and Joseph Collins with Cary 
Fowler. (Institute for Food and Develop- 
ment Policy, USA) 


CHRONOLOGY OF THE AMERICAN POPULATION MOVEMENT: 1921-1974 


Related Focus of concern Strategy for Important events of American 
developments for the population control of Year Population Control Movement 
Russian Revolution Fear of "race suicide" Birth control "to “ABT Establishment of American Birth 
(1917) ~ stop multiplication 1945 Control League (1921) 
‘of the unfit", more Passage of Immigration Restric- 
Great Depression Eugenics children for the , “tion Act (1924) . , 
(1929-39) rich and. the supe- Establishment of first research 
rior; immigration instituion on population (1922) 
World War Il restriction policies India considers national birth con- 
(1939-45) trol programme (1935) 
3 Large-scale birth control pro- ~ 
gramme approved in US posse- - 
ssion Puerto Rico (1937). 
Merging of eugenics and birth © 
control movements (1940) 
Independence move- . Scarcity of resources Formulation of 1946 UN accepts Joint Anglo-American 
ment of colonies from countries with strategies to control | proposal for establishment of . 
(1945-55) "exploding" populations the "exploding" 7 - Population Commission 
. ’ world population 1948 Establishment of International 
Chinese Revolution AE ‘Planned Parenthood Federation 
(1949) 3 (IPPF) | : 
1949 US State Department's Malthusian . 
Korean War explanation for the "loss of 
(1950-55) - 


’ China"; Vogt's book "Road to , 
Survival" published 


LL LLBLLL LLL LLL LL 


Preparation of necessary 
means to implement 


Cuban Revatuticn 
(1959) . 


Alliance for Progress 
(1961) 


tion control, develop- 
ment of contraceptives, 
collection of demographic 
data, social science 
research to identify’. 
determinants of popula- 
tion growth 


strategy of world popula- | 


* ment to fund popula- 


"Conquest of public 1952 Williamsburg Conference for esta- 
opinion" and build- blishment-of the Population 

ing of Coalition to Council 
pressure US govern- 1954 World Population Conference 


(Romé); widespread distribution 
of Hugh Moore's "The Popula- 
tion Bomb" 


tion control programmes 
in developing 
1958 


countries Ford Foundation grants $9 million 
to assist India's national family 
Efforts to win inter- planning programme 
national support for 1959 Draper Committee urges US qo- . 
world population vernment to give foreign aid for 
control; "population control of population ‘in develop- 
‘control is necessary ing countries. 
condition for deve- 1960 Rockfeller pleas to’shift burden 
lopment" of population control from pri-. 
vate sector to government 
1961- Beginning of series of full-page 


1963 advertisements in major news- 


papers by Moore Fund to urge 


| _ public to pressure government 


10 


sets seers tte 


Related Focus of concern Strategy ‘for 


developments for the population control of. ee "Important events of American 
in history - establishment world population Population Control Movement 
to finance world population 
control programmes; advertise- 
ments such as "Population 
Explosion Nullifies Foreign Aid" 
refer particularly to failure of 
Alliance .for Progress in Latin 
America. ; 
Escalation of Implementation of popu- Pressure on develop- 1965 President Johnson's historic 
Vietnam War - lation control programme _ ing countries to : announcement to "deal with the 
. ~~ (mainly bilateral pro-. - accept population explosion in world population"; 
Spread of national grammes) ; programmes, on deve- | AID begins to fund population 
liberation movement os loped countries to control programmes; famine in 
Debate on "Will family join in financing India (1965-1966) 
planning programmes them, and on UN to 1966 UN resolution to assist. nations 
succeed?" endorse them é ' upon request in field of popula- 
tion 
-1967- Population control condition 
1968 ("self-help") tied to US food 


aid, World Bank Pearsor Re- 
port coincides with UNA-USA 
Report and subsequent establi- 
shment of. UNFPA in 1969. 
1969 Moore's Campaign to Check 
Population Explosion. conttnues 
from 1967 to 1969, culminating 
_ in President Nixon's message to 
Congress on population 


eee. _ _ ee _ kes 


Rise of nationalism Growing recognition of ., Intensification of 1970 Marked progress in AID funding 
_and intensified failure of "family " pressure. of population control pro- 
opposition in Third planning" approach; grammes in developing countries 
World countries to need for broad-based - Toward the climax; 1971 UN designates 1974 as World 
foreign control of "development" approach. WPEC and adoption of a: Population Year and schedules 
resources, UN Special _. the WPPA; legitimi- World Population Conference 
Session on Raw Mate- zation of global (WPC) in 1974 Bs, 
' rials and Development; population control. 1972 Commission on Population: Growth 
UN Ocean Conference : and American Future headed 
(both in 1974) = ; ~ by Rockfeller advocates "stabi- 
) lization" of US population. - 
1974 World Population Year, World 


Population Conference, and 
World Population Plan of 
Action (WPPA). 


Source: Bonriie Mass; Population Targets: THe Political Economy of Population Control in Latin America, 1976 pp 44-45. 
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-. aimed at 


Clinical approach: When the Indian FP pro- 
gramme started, the Western Clinic model 
was initially adopted. Voluntary agencies 
like the Family Planning Association of 
India (established in 1952 and affiliated to 
the International Planned Parenthood Fede- 
ration) and the Red Cross established FP 
clinics. It was assumed that those who wan- 
ted advice on contraception would unhesi- 
tatingly visit these clinics. These were heavi- 
ly funded from abroad. The rhythm method 
was the officially sanctioned method in the 
First Plan. (But information on barrier me- 
thods was also offered.) 


Extension approach: Since clinics had: little 
impact on the birth-rate, the Third Plan 
stressed a change in approach to "extension" 
which _would include an educational slant 
changing knowledge, .attitude 
and behaviour of people in regard to family 
planning. : , 


Camp approach: Mass vasectomy camps 


were introduced in 1961 when the first such. 


camp in the world was organised by the 
Maharashtra government - 1,400 men were 


Sterilised in three days. In 1970, another 
massive camp was held in Kerala where 
15,005 vasectomies were done in a one 


month period. During 1971-72, about 61 per 
cent of the 2.19 million vasectomies per- 


formed were done in mass. camps. Govern- 
ment personnel at all levels were involved. 


in organising camps and an element of 
coercion. soon began to appear in the way 
some of the camps were organised. 


In 1973-74, the camp approach was 
Officially played down and_ the budget 
was reduced by Rs. 6 crores. The reason 
given was that,in a larger perspective, camps 
were counter-productive as they needed 
careful management and precaution. Insani- 
tary conditions had already resulted in 
several deaths. (Despite this, sterilisation 


camps were the highlight of the Emergency 
years.) . . 


The National Population Policy announ- 
ced in April 1976 outlined long-term mea- 
sures like raising the marriage age and 
improving female education. The most 
controversial part of the statement was the 


ples 


proposed legislation for compulsory sterili- 
sation of couples who had had a certain 
number of children. Only Maharashtra actua- 
lly tabled a Bill to this effect. 


During the Emergency, in 1975-77, the 
number of sterilisations shot up. In 1975-76 
it was 2.65 million, a 97 percent rise over 
the figure for the previous year. In 1976-77, 
it went up even more to 8.11 million, an 
increase of 210 percent. Targets were over- 
achieved, especially in the north, which is 
traditionally an area with low acceptance. — 
The capital city of Delhi surpassed all other 
areas with 477.6 per cent achievement of 
the 1976-77 target. ~ 


The. intensive sterilisation petiod was 
characterised by the use of incentives and 
disincentives. The range of penalties was 
large and the sterilisation operation became 
a pre-condition for jobs, promotions, pensions, 
housing, education for one's children, ration 
cards and licences. (Social Science research 
studies done subsequently abound with exam- 
of how unscrupulous motivators lured 
by the motivation money, thrived during the 
period, and brought unsuspecting young men 
without children to the operating . table.) 
Several deaths resulted from insanitary arran- 
gements. "The National Population Policy 
was implemented in a manner that was 
an assault on human dignity." : 


The integrated approach: Although it was 
recognised in principle even in the first 
two plans that FP needs to be associated 
with maternal and child health, the approach 
to the Fifth Plan spelt out a formal integra- 
ted approach reflecting a change in Strategy. — 
The Minimum Needs Programme set out in- 
the Fifth Plan covered areas like education, 
health etc. and initiated this process of inte-. 
gration. At present the FP programme also 
includes immunisation of infants and children 
with triple antigen, immunisation of expectant 
mothers against tetanus, and prevention of 
nutritional anaemia and Vitamin A deficiency. 
The multi-purpose workers' scheme, started 
in 1973, is expected to carry out. the inte- 
grated FP-cum-health education . programme 


through the PHCs. ” 


In principle, the FP policy is based cna 


‘cafetaria' approach of offering all availa- 
ble methods of contraception, but at diffe- 
rent points of time different methods have 
been given emphasis. The Medical Termina- 
tion of Pregnancy Act. was passed in 1972. 
(Abortion is not technically under Family 
Planning and is hot officially described as 
an FP method but as a health measure. 

'' However, it is definitely used as a popula- 
tion control tool.) 


During the Brief tenure of the Janata 
Government, FP had a low profile but with 
the. return of the Congress (I) government 
to power in 1980, the integrated approach 
found a place in the revised 20 point progra- 
mme. There has been a renewed stress on 
the target approach, reviving with it, the 
disturbing ‘question of coercion, incentives 
and disincentives. The official approach to 
FP remains dominantly a camp approach, 
and ‘is a far cry from the enlightened stand 
taken by India at the Bucharest Population 


Conference where Development was descri- 


bed as the best contraceptive. 


ternational Aid 
To india 1974-79 


Piven donne Nias 


From. the First to the Fourth Plans, the 
allocation for FP steadily increased while 
the health sector allocation remained almost 
Stagnant. The trend changed for the first 
time in the Fifth Plan with its focus on 
minimum needs and with the recognition in 
world population control circles that the 
high rate of infant mortality must be tack- 
led before any, impact on birth rate can 
be made. 
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During the decades from 1951 onwards, 
India, like other developing countries, has 
also received liberal foreign aid for FP from 
governments, UN agencies, and private 
agencies. These funds have fluctuated bet- 
ween 8 per cent to 23 per cent of the pub- 
lic expenditure on FP during the 70s. The 
quantum of aid appears to have been direct- 
ly related to the stress on target achieve- 
ment. | 


The FP programme, as it exists today, 
aims at containing population growth not — 
overtly through coercion but by taking advan- 
tage of the poorest sections of society. The 
poor, especially in the rural areas, are enti- 
ced into accepting sterilisation because the 
"compensation" attached to it is much more: 
than what an entire household could have 
earned in one month. The poor fall prey 
_to this carrot, especially during the lean 
‘December-March period when no _ work is 
available and their savings are ebbing and 
survival is precarious. This is also the period 
when FP personne! mount pressure to achieve 
their own allotted targets which have to 
be completed by the end of March. In Maha-. 
_rashtra, for example, in one year i.e. 1982- 
- 83, 53 per cent of sterilisation and 69% of 
IUD insertions were done in the December- 
March period. . | a: 


"This bracketing of the poor and under 
privileged sections of society for  fulfil- 
ment of the population control programme, —- 
along with the rationale that the educated 
and. middle classes generally take care of 
their,.own fertility because they are status- 
-conscious, amounts to serving the Malthu- 
sian (or neo-Malthusian) end of assuring the 
survival of the fittest." 


Over the years the burden of FP accep- 
tance has also shifted increasingly on the 
shoulders of women (see Section 2 on Women 
as Targets). 


Adapted and condensed from - 


Population, Health and Development, (Ravi 
Duggal, FRCH, 1985, under publication.) 


cies or through international bodies like 


THE CONSUMPTION EXPLOSION 

THIRD WORLD HAS :. world’s people - 70% 

' world’s industry - 7% 
world’s consumption - 10% 


Each child born in industrialised world consumes: 
20 to 40 times as much as child born in developing 
world. So small population increase in rich world 
puts 8 times as much pressure on world resources 

. as large population increase in poor world. 


New Internationalist, Sept. 79. - 


Also see, The’ Price of Assistance: FP Progra- 
mme in India by Ramala Bauxamusa, - Socialist 
Health Review, March 1985. In this detailed 
article based on her PhD. thesis, the author 
shows how the evolution of the FP progra- 
mme has been influenced by foreign aid. 
Not only FP policy but the methods of con- 
traception promoted were determined by | 
the aid received directly from donor agen- 
ane 
UN agencies. She writes: "In the 60s the in-. 


creased economic crisis, the shortage of 
food, the growth of liberation movements 
brought First World governments to. focus 


their attention: on the importance of popula- 
tion control to avoid major social and poli- 
tical upheavals. Development aid was increa- 
singly linked .to population programmes and | 


there was an increased aid flow from govern- 


ments of the First World to 


the governments — 
of the Third World.. 0 sa 


"In India, the programmes of voluntary 
organisations served as important . pointers 
as to what direction. the, govérnment policy 
would take. It was also their advice and 
donation which compelled the government 
to change prescribed contraceptives during 
each Plan period. It gave or promoted what 
It received, and tested what it was asked toy 
as the economic crisis made. them helpless 


and forced them to accept assistance which 
led often to indebtedness." 


The “population problem” dissected 


The entire rationale of family planning 
is geared towards persuading the poor 
to accept birth control. If the small family 
is indeed a happy family, why do the poor 
reject a programme which is ostensibly for 
"their own good"? Here are some rational 
answers to relevant questions. 


Why do the poor have so many children? 


For millions of people in developing coun- 


tries where there is no unemployment 
pay, no sickness benefit and no old-age 
pension, children are their only security 


in periods of unemployment, illness and 


HOW MANY CHILDREN SHALLWE 


WE NEED ¥7 AND WITH ALL 


INCOME BY THE TIME 
THEY RE 11 OR a. 


7 ONE OF THEM 
MIGHT GETA 


JOB IN THE CITy 
AND SEND US MONEY 


IF WE HAVE A BABY 
WE'LL NEED ANOTHER £ 
BEDROOM AND MORE#m# 
SPACE WE'LL HAVE & 
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OH DEAR. THE 

MORTGAGE |S 
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us 
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WHEN MY CAREER 
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INTERESTING 


THEY WON'T COST MUCH AND fi 
THEY'LL BE ADDING TOOUR Affi 


YOUD HAVE TOGNVE UP YouR 


old age. Children aré not an economic liabi- 
lity but an economic asset and can be net 
contributors to family income by the age of 
seven or eight. They perform essential house- 
hold tasks like fetching firewood and water, 
tending .animals, cooking, cleaning and look- 
ing after siblings, thereby freeing adults 
in the family to take on wage labour outside. 
They are thus essential for the survival of 
the poor family. Because infant mortality 
is so high in this socio-economic section, 


and so many babies die before the age of 


five, it is important for these couples to 
have more babies to ensure that at least 
a few survive to adulthood. Rafael Salas, 


HAVE? 
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7 SO MANY CHILDREN 
=% DIE ROUND HERE. 
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> WE WOULDN'T BE ABLE 
| TO GD OUT MUCH 
SIN THE EVENINGS, 


ey §6LETS LEAVE | 
@ IT.FORA WHILE 
® SHALL WE? 


New Internationalist, Sept. 1979 


Chief of the UN Fund for Population Acti- 
vities (UNFPA) has acknowledged: "Large 
families in the Third World are an intelli- 
gent response to people's economic circums- 
tances."* 


Would the poor benefit if they could be per- 
suaded to have fewer babies? 


The small family norm is a middle class 
concept directly arising from the cost of 


raising children. For the poor, whose living © 


standards are already so low, an extra 
mouth to feed is not. seen as a calamity, 
especially since the economic value of 
the child will soon be much greater than 
the cost of raising it. The poor will not 
benefit from having ~ fewer babies unless 
the state and society are able to fulfil 
those economic roles now performed by 
children. Also, only when wages earned by 
adults are high enough to ensure the fulfil- 
ment of a family's minimum needs, 
the cost of raising children be seen asa 
negative factor by the parents. 


Besides, if today a couple agree to have 
only two or three children in "national" 
interest, as they are constantly urged to do, 
that will not necessarily mean a_ better 
life for them and their small family. As 
D. Banerji of the Centre’ for Social Meédi- 
"cine; Jawaharlal Nehru University puts 
Its 


"A little understanding of the social, 
cultural and economic profile of our country 
is needed to realise that to a majority of 
our people, life is a continuous grim struggle 
for existence ... If they agree to have 
only three children, who is going to guaran- 
tee that these children would not die and 
they would lead a healthy life? Who is to 
guarantee that they will get a better deal 
from society and their living conditions 
will be any better than now?" 


Umpteen studies and experiences from 
other countries have shown that when living 
conditions improve, birth rates fall. People 
whose basic needs are met do not require 
persuasion to adopt. a norm. which - will 
then be in their self interest. | 


will, 


Do the poor then have no felt need for con- 
traception? 


People do want to stop having babies 
when they have completed their desired fami- 
ly size. The FP programme, however, does 
not always succeed in meeting this felt need. 
People may want a spacing method even if 
they want no more babies because they want 
to make sure of the survival of existing child- 
ren. They may not, therefore, accept the 
terminal method urged on them. If a single 
method is promoted aggressively because it 
is cost efficient, those who find it unaccep- 
table for cultural or medical reasons are 
rarely offered viable alternatives. Besides, 
the entire health structure, through which | 
FP is dispensed, is so. unsympathetic to poor 
people's needs, their feelings, fears and anxie- 
ties, that they don't get the supportive care 
they need while using different methods 
which means they often reject contraception 
even though they want it. — . 


Would the poor practice birth control if contra- 
ceptives were made freely available through 
mass distribution? 


The experience of both Bangladesh and 


India has shown that a mass distribution pro- 


gramme tends to adopt a method oriented 
rather than a. client oriented strategy and 
therefore fails to meet individual needs. 
Poor health-care infrastructure ensures that 
even those who accept a method. drop out 
soon. In the Bangladesh experiment with the 
Pill, it was assumed that once the target 
area was flooded with the oral contracep- 
tive, people would be induced to try it, satis- 
fied users would influence others and so on. 
"While this may be true with commodities 
providing tangible immediate’benefits and no — 
Side effects like soap,, tea or soft drinks, 
the Opposite occurred with oral contracep- 
tives which have side effects and no imme- 
diate tangible benefits."° 


What does "planning" mean in the context of 
poverty? 


_ Deciding when to have the. first baby, 
visualising the desired family, size, and 
the appropriate time interval between births - 


all this means "planning" as the very phrase 
family planning implies. Such an approach 
to life appears to have no place in the 
minds of those who Struggle for survival. 
The UNICEF sums it up well: 


"Whether or not a husband ‘and wife 
will decide to plan the number and Spacing 
of their children is closely related to their 
own sense of control over their lives and 
circumstances. Malnutrition, illiteracy, ill- 
health and oppression can leave people with 
so little sense of control* over their own 
lives and circumstances that they are aliena- 
ted from the very idea of ‘planning’. To 
expect adults who cannot control or plan 


any other major aspect of their lives to- 


suddenly start planning just their families 
is to. misunderstand what powerlessness 
means. If on the other hand progress in 
health and education, in political participa- 


tion and economic activity has ‘helped to: 


create a greater sense of mastery over 
one's own destiny - a sense that decisions 
can be taken, circumstances -changed afid 
lives improved then the idea of family ‘spa* 
cing is likely to be welcomed as another 
Opportunity to take more control over 
one's life.""* hae 


Why are the rich so concerned over the birth 
rates agf the poor? How does this _concern 
affect the directions of FP Policy? 


The developed nations are. anxious that 
Third World population growth should. be 


curbed. In individual developing countries: 
the rich elite minority are keen that the: 


poor should. accept birth-control. In -India, 
for example, people like J.R.D.Tata have 
urged more investment in FP programme 
while big business houses like Godrej etc., 
have. been introducing incentives and disin- 
_centives to persuade employees to accept 
the small family norm. Why this interest 
in the birth rate of the poor? 


At the heart. of the population control, 
“ideology is the theory of Malthus who in, 
his Essay. on the Principle of Population 


(1926) said that population- grows at a 
much faster rate than, food supply. The 
Malthusian theory offers a convenient expla- 
nation for poverty and hufhger which actually 


result from social injustice but which are attri- 
buted to population growth. "Where unemploy- 
ment, misery and famine spread and deepen, 
Malthus' theories offer a r scue."" | When the 
exploited grow _in numbers, then social up- 
neaval, even revolution may be precipitated. 
The! best way for the rich to maintain the 
status-quo- is to promote the ideology that 
population control rather than social and 
Economic justice will avert "disaster'.. Active 


Propagation of this ideology was stepped up 


by the rich nations around the time when 
China went. 'Communist' in 1949. It shocked 
the imperialist world which decided it must 
"Save India at least."® Since then, with the 
Propagation of the population ‘bogey and the 
theory that the poor are poor because they 
are too many, what is being effectively 
masked. is that it is the rich minority which~ 
consumes the greater share- of. the earth's 
resources and that. their concern over popula-. 
tion growth is really because they want to 
maintain their own Privileged position. This 


ds true at the international level as well, 


as within individual countries where economic 
power is wielded by a small minority. Hence, 
the tying of. international aid with population | 
control schemes, and the phenomenon of 


Third World industrialists pressing for. aggre- 


ssive FP programmes. 


Because of this. pressure te achieve a 


1 


drastic. fall in birth .rate without equally 


strenuous . efforts towards -raising living 
standards through ' equitable  distribution- 
of wealth, we elements ot coercion, disincen- 


tives; monetary ‘rewards and unleashing 


of.-unsafe contraceptives have © characterised 


Third) World FP programmes including ‘the. 
Indian ‘programme. The Lyndon Johnson 
formula that five, dollars. spent on FP is 
equal to 100 dollars: invested in development 
has meant in India. a coercive. vasectomy 
campaign, a mass IUD -drive unsupported by 
adequate health. care, unsafe ‘laparoscopy 
camps, a proposed mass Pill distribution 
scheme. despite the dangers inherent in 
such an approach and the imminent introduc- 
tion of the hormonal injectable ‘and implant 
neither of which has been approved for con- 
traceptive use in the West. Arguments regar- 
ding the safety of hormonal. contraception 
in mass—drives are always countered with 
the statement that the benefits . outweigh 


17 


the risks. The question which remains unans- 
wered by population controllers 1s: Whose 
benefit? Whose risk? 


Won't FP acceptance result in a_ higher 
status of women? 


It is often argued that birth-control 
will result in raising the status of women, 
but che Report of the Committee on the 
Status of Women’ had rejected such a simpli- 
stic causal relationship. The report referred 
to several studies which have shown that 
improved status of women, results from 
a rise in age of marriage, education, employ- 
ment, better living conditions and greater 
general awareness and that all these toge- 
ther have an impact on. adoption of FP me- 
thods. The mere adoption of birth control 
does not necessarily mean better | status 
although better status will make it possible 
for women to take decisions. on birth con- 
trol. The lack of control which women have 
over their reproductive role within the pat- 
riarchal family structure is often used as 
an argument by. population controllers. to 
promote methods like the injectable because 
these can be used by women without the 
knowledge of their husbands and mothers- 
in-law. Even if women are so desperate as 
to choose unsafe contraception as -prefer- 
able to repeated pregnancy, to justify pro- 
motion of such methods as being specially 
responsive to women's situation is to perpe- 
tuate the sexist status-quo and. in no way 


enhances the real status of women or 
their right to make informed and free 
choices regarding their bodies and_ their 


lives. 


How does the stress on FP affect other 
aspects of health care?. 


Since health services have been geared 
to give top priority to the achievements 
of FP targets, all the activities of health 
personnel are subordinated to the fulfilment 
of their FP quotas. Their entire career 
prospects rest on FP performance and inevi- 
tably the health care needs of people take 
a back seat. In Madhya Pradesh in 1984, 
a government d&ctors' association threatened 
an agitation if doctors suspended for "poor 
FP performances" were not reinstated. The 
report said that a dentist (!) of Chhatarpur 


_ because of its closeness to 


* ‘Cal 


hospital had been suspended for 
in his duty to implement the FP 
March 3, 1984). 


district 
negligence 
programme: (Indian Express, 


Another side to this picture is the mutual 
perceptions of people and the health perso- 
nnel, and the inherent inability of the health 
system to meet either health needs or felt 
contraception needs. Monica Das Gupta has 


described this in her study of Rampura 
village near New Delhi where the PHC is. 
relatively well equipped and _ well-staffed 


e Capital.® Yet, 
the staff are not able to cope with the 
volume of patients. The/ PHC is always 
short of drugs and thus the doctor and medi-— 
system don't inspire confidence. Even 
basic after-care of women who have been 
sterilised or have IUDs inserted is not done. 
The clinic workers feel superior to the villa- 
gers whom they see as illiterate and ignorant 
and as persons who need to be harangued to 
do anything rational. The patients on the 
other hand need recognition and fulfilment 
of their individual needs. The doctors' app- 
roach to FP is to catch women as they come 
to the clinic for treatment of a health prob- 
lem and try to persuade them to accept FP. 
They have no time to sit and explain the 
mechanics of different methods. "Faced by 


a team of people constantly hectoring them, 


the villagers have become defensive in their, — 
attitude, feeling that their own values and 
needs are not understood, that the gap is 


unbridgeable - that somehow if only they 
_Can get their medicine and escape, they will — 
be happy." | 
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iil. Women as targets 


The burden of FP acceptance has, over 
a period of years, shifted increasingly on the 
shoulders of women. From the fiftees to 
the sixties there was a gradual! decline of 
female acceptors, but in the post Emergency 
period the acceptance of sterilisation has 
shifted back to the female with a great spurt. 


Similarly, IUD acceptance is also increasing, 


further adding to the number of female accep- 
tors (see table). . 


There are several reasons for this shift 
of the burden on women. Firstly, a myth has 
been successfully circulated that ..if men 
accept vasectomy they become weak and, 
therefore, are unable to be economically 
active. Secondly, it a man is vasectomised 
and his wife becomes pregnant (it could 
be due to failure of vasectomy or due to 


vasectomy taking place immediately after 


fertilisation or even because of coitus within 
a short+ period after vasectomy) then the 
wife could become a target of harassment 
and her husband of humiliation - this reason 
has very strong support. in the rural areas 
because several cases of vasectomy failure 
or 'transitional' _fertilisation .have occurred 
and as a consequence women ill-treated. 
Therefore, women voluntarily or otherwise 


_ prefer to accept tubectomy to protect them- 


selves frém any such eventuality. Thirdly, the 
main thrust of the FP campaign is through . 
Maternal and Child Health (MCH) programme, 
thus women automatically become targets. 
Fourthly, in rural areas, where infant and 
child deaths are high and there is every 
possibility of attrition of children occurring 
at a future point in time, there prevails a. 
notion, given the adverse status: of womeh, 
that a man can take another wife and there- 
fore will only be able to procreate if he is 
not sterilised. Fifthly, women who have to 
bear the burden of child-bearing and rearing, 
quite often voluntarily accept a 10n-terminal 
FP method (sometimes even terminal) with- 


out. the knowledge of her family members. 


And sixthly, vasectomy as a method has been 
discredited because of the way it was abused 
during the Emergency and subsequently the 
Janata Party campaign made out vasectomy 
as an issue of an assault on male virility! 
Such developments are inevitable’ given 


the approach and manner in which the FP 
programme is rup. , 


Quoted from: | : 
Ravi Duggal, Population, Health and 
Development, FRCH, 1985 (under publication) 


The chapters in this section cover FP 
policy and the experiences of women regard- 
ing IUD, sterilisation, abortion; the Pill and 
the Injectable. It is women's right to decide 
when to have a baby, how many, and what 
method of contraception they wish to use. 
This right is denied to them not only by the 
patriarchal family but also by the FP establi- 
shment because of the manner in_ which 
it functions although the latter is supposed 
to exist primarily to meet women's contra- 
ception needs. Women are thought of as 
~ "acceptors" rather than as human _ beings. 


Women may begin by using one method and ~ 


may. wish to change to the other methods 
because of side-effects but such choices are 
not freely available to them although theore- 
tically they should be according to the 'cafe- 
teria' FP policy. Often distance and incon- 
venient clinic timings plus indifference of 
clinic staff prevent women from seeking 
and getting proper after-care with conse- 
quent abandoning of an FP method. Women 
seeking sterilisation are often turned away 
on the whims of health personnel, but when 
a 'camp' is organised, women are exhorted 


- to come in the hundreds and they are offered 
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incentives and other prizes so that FP tar- 
gets and quotas can be met. The following 
pages will show how birth control methods 
which could work well for many women, 
if the total health infrastructure were recep- 
tive to their needs and problems, have failed 
because of the callousness with which women 
are treated. : ie 


The IUD 


The 


introduction of the intrauterine 
device (IUD) or '‘loop' in 1965 marked the 
beginning of the Indian family planning 
programme's. special focus on women. Al- 


though initially popular, the programme failed 


for three major reasons: careless insertions -~_ 


by paramedical staff; women were not warned 
in advance of side-effects; there was no pro- 
per back-up medical care to deal with prob- 
lems like bleeding and pain.’ IUD insertions 


which rose from over eight lakh in 1965-66. 


to about nine lakh in 1966-67 quickly showed 
a sharp decline and fell to less than five 
lakh by 1968-69. 


A UN mission which evaluated the pro- 
gramme noted that the medical staff had not 
been trained to deal with complications and 


that it had been a mistake to promote the 
IUD on a mass scale without the required * 


preconditions in terms of health facilities. ” 
Some commentators feel that there is little 
likelihood of the IUD ever staging a "come- 
back". The UN team, however, suggested 
that the IUD should be 'rehabilitated' and 
rescued from its state of disrepute through 
medsures like: retraining of staff, better 
dissemination of information to the public 
and to individual clients, careful screening 
of potential users, through follow-up of 
cases, analysis of problems encountered and 
corrective measures at short notice. 


Today the IUD appears. to be recovering 
somewhat from its unsavoury past, especially 
since the new copper-T devices have been 
introduced. However large figures of IUD 
‘acceptance’ do not take into account subse- 
quent removals. In 1984 there was a major 
Press expose of fake IUD figures cooked 
up to claim achievement of ,targets in Maha- 
rashtra. . 


indeed 
device 


But to some extent women are 
once again expressing interest in the 
and many who can afford to have access 
to good medical care and advice are repor- 
tedly satisfied with the IUD as a convenient 
method of contraception. However, as will 
be seen from some case histories narrated 
later in this chapter, the measures suggested 


BOX 5 
_ Facts about 1UDs 


In prtnciple an IUD is any foreign ob- 


‘ject inserted into the uterine cavity and 


left there in order to prevent a pregnancy. 
The earlier devices were simple coils of 
sulk or metal threads. Modem IUDs 
are either ‘medicated ot non-medicated. 
Both are usually made of polyethylene or 
other polym2is. The medicated ones 1e- 
lease either copper ot progestational ste- 
101ds at a constant rate and were deve- 
foped to reduce side-effects, especially 
bleeding. In India, the first 1UD used was 
Lippe's Loop but now various types 
0f copper 1UDs are available. The medica- 


ted 1UDs need to be changed after a time © 


{2 to 3 years) to maintain their effective- 
ness. ; 


The exact way how 1UDs work %& not 
fully clear. The most widely accepted view 


ts that they cause a foreign-body reac-- 


tion wn the uterine lining which results in 
the rejection of the fertilised ovum and 
its failure to implant. Copper appears to 
enhance this cellular response and thus 
adds to the anti-fertility effect. 


WHO offset publication No. 75, 1983 


Early 1UD 


Danger Signals 


CD Period late, no period 

(1) Abdominal pain 

CJ. Increased temperature, 
fever, chills 

OC) Noticeable discharge, 
foul discharge 


DC Spotting, bleeding, 

heavy periods, clots 
Contact us if you develop any 
of the above problems. 


IUD users are more likely to develop pelvic inflammatory disease 
(PID), which can impair fertility. Thus they need to know the early 
signs of PID and where to find medical help quickly. 1UD users at 
the Emory University Family Planning Program in Atlanta, US, 
receive this card as a reminder. (Courtesy of Robert Hatcher) 
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by: the UN team for making [UD use accep- 
table to the larger public have not at all 
been implemented. 


Whose fault? 


When the IUD drive was evaluated by 
the Indian government authorities, the blame 
was placed squarely on the over-enthusiastic 
foreign experts. While it is true that foreign 
(including UN) agencies had eagerly recommen- 
ded the loop as ‘ideal for Indian conditions, 
no voices of caution had been sounded by the 
Indian experts, who ought to have known 
better. As one writer points out,°® the possibi- 
lity of side effects was without doubt known 
in India before the mass programme was 
launched. There. were.all the pre-1966 publi- 
shed studies of IUD performance plus the 
government's ‘own 50 clinical trials all 
over the country during 1962-64. "The ~results 
were not dissimilar to later experience." (my 
emphasis). 


And yet, the Advisory Committee on 
Scientific Aspects of Family Planning which 
met in Aurangabad in 1965, recommended 
on the basis of their clinical trial that 
~TIUD be made available on a wider scale. 
(This s~phenomenon of .the family planning 
establishment disregarding the lessons of its 
own proclaimed safety norms and experimen- 
tal findings and going ahead to 'push' a parti- 
_ cular method is part of an ongoing pattern. 
It was repeated in the case of the proposed 
pill and injectable programmes and _ also in 
the mass laparascopy, camps as will be seen 
in subsequent chapters.) 


THE DOMINO THEORY 


_ problems. 


-which, | if 


WHO norms for safe IUD programme 


Wherever IUD insertion is carried out, 


optimal back-up facilities should exist to 
deal with immediate complications like 
cramps afd bleeding. A _ referral system 


must be established for cases such as perfora- 
tion, excessive bleeding and where follow-up 
investigation and treatment is necessary. The 
referral centre should be staffed with a 
qualified gynaecologist and should have facili- 
ties for abdominal surgery and also lapara-. 
scopy. Skilful insertion of the IUD is impor- 
tant, and whether done by doctors or para- 
medics, the medical personnel concerned 
should be adequately trained and efficient 
in the technique. | nat 


Counselling is important ‘to prepare a 
woman for the -possible initial side-effects 
tolerated, are likely to clear 
up in a few months. Before leaving the 
clinic she should be given an appointment 
for a check-up and should be told how to 
make an earlier appointment if she _ has 
According to WHO, side’ effects 
like spotting, heavier periods and cramps. 
are common but tend to. decrease after 
three months. The woman must be taught 


how to check the strings of the IUD to 


make sure that it's in place and what to do 
tf she cannot feel them or suspects that 
she is pregnant. . 


The IUD should be inserted during or 
soon after a menstrual period so as to rule 
out pregnancy. Alternatively, a " pregnancy: 
test should be done and should be found. 


BUT: 5 
It takes time for 
parents to be sure that 
their children will live 
so there is often a. 
time lag between 
declining death rates 
and declining birth 
rates. And in the 

_ short-run, population 
growth rises 


New Internationalist, Sept. 1980 
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Ee. 


Indications 40r removal may be medical or 

personal, 

Medical 

- pregnancy lonly &%. the threads are visible 
and 1emoval is easy), 

- excessive bleeding, 

- unacceptable lower abdominal pain, 

> dignds of pelvic inflammatory disease, 

- Rnown ot suspected uterine or cerwical 
neoplasia. 7 


Personal 
- desize for pregnancy, 
- change of method, 


- no further need for protection against — 


pregnancy. 
Follow-up procedures 7 sh 
The objectives of the follow-up are: 


- to ptovide reassurance and to assist the 
patient 1s she wants to change to ano- 
ther method, 

- to assess the patient's general health, 
including anaemia, and to treat any prob- 
lems that arise, 

- to ‘diagnose 
the 1UD 


unnoticed expulsion of 


- to detect translocation or displacement 


_ and to reinsert an IUD, %& necessary, 
- to teplace medicated devices at spect- 
fied time intervals. — 


negative before insertion is done. While the 


plastic or inert IUDs can be left in place 
for as long as desired if they have been 
found satisfactory to the: user, the copper 
IUDs need replacement once in two or 
three years. The newer, smaller copper 
IUDs are described as appropriate for youn- 
ger women, who have never given birth, but 
the WHO suggests that the IUD should only 
be a last-choice method for such women who 
may try the device if no other method is 
acceptable to them. 


The WHO notes that IUD insertion imme- 
diately after child-birth is associated with 
a high rate of expulsion and that six to 
eight weeks after delivery would be more 


BOX 6 
Indications {01 1emoval of IUD 


can be made at six-month to one-year: 


come to the clinic where the 
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The first follow-up examination és usually 
carted out within three months of the 
insertion. Subsequent visits to the clinic 


intervals, depending on the facilities and 
resources of the clinic and the convenience 
of the patient. At each follow-up visit 
a history should be taken with special 
reference to menstrual problems, pain, 
possible expulsion, ot removal. A speculum 
and bimanual examination should preferably 
be carried out to see whether the threads 
are visible and to exclude pelvic inflamma- 
tion or vaginitis. 


Ig the woman cannot, or is unwilling to 
insertion 
Was performed, supportive visits and fur- 
ther examination could be carried out 
by trained community health workers, 
{4 available. 


WHO offset publication No. 75, 1983, 


appropriate. Regarding post-abortion inser- 
tion, the possibility of sepsis and perforation 
exists but insertion after  first-trimester 
abortion has been found safer than insertio 
after second-trimester abortion. 


IUD users are exposed to the risk of 
ectopic pregnancy and hence they must 


seek immediate medical help if they suspect 


they are pregnant. Often spontaneous abor- 
tion may occur. If the pregnancy continues 
with the IUD in place, the chances of septic 
abortion, premature delivery. still-birth and 
low birth weight are high.° 


It has been pointed out that IUDs may 
increase the likelihood of anaemia because 


they cause heavier menstrual blood loss.° This 
may not affect well-fed women but can have 
serious impact on- women who do not get 
enough food. 


- IUDs and infertility 


One of the ‘advantages’ of the IUD which 
is touted widely is that it is a reversible 
method unlike sterilisation. However, recent 
studies cast serious doubt on this assumption. 
According to two studies published in 1985 by 
the New England Journal of Medicine, young 
women using the IUD run the risk of being 
rendered infertile. Nearly 90,000 women in 
the USA have already lost their fertility 
through IUD use. According to the resear- 
chers, IUDs are more appropriate for mothers 
over 30 years of age who do not want any 
more children but do not want to be sterili- 
sed. (Patriot, May 9, 1985). 


Pelvic inflammatory disease (PID) 


A decade of research suggests that IUDs 
increase a woman's risk of PID and this may 
render her infertile. In 1983, the Medical 
Digest, called for careful assessment of IUD 
acceptors to screen out women most at risk 
of developing PID.’ Younger women, women 
with a previous history of pelvic infection 
and women with several sexual partners are 
most likely to be affected. The report states 
that IUD is not the first-choice for women 


who want to be sure of having children 
later on. | 
The above information on IUD = and 


the norms for its safe use make it obvious 
that it is not a method to be promoted 


through a ‘'camp' approach. Yet, as can be 
seen from periodic news items as well as 
DAVP ads, during Family Planning 'weeks! 
and 'months', IUDs continue to be offered 


through camps during "intensive family wel- 
fare" drives. 'Welfare' being a_ singularly 
inept word in this context. A typical exam- 
ple is a report from Warangal district (Indian 
Express, June 19, 1985) which boasted a 
record performance of 635 IUD insertions 
during a Family Planning drive, which was 
more than double the target of 300. 


WHO admits that IUD use worldwide 


falls far short of its potential mainly because 
of shortage of skilled personne! and unaccep- 
table incidence of bleeding and pain. In the 
Indian context may be added a third reason - 


' lack of sympathy and concern on the part of 
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the personne! offering IUD service. 
Indian women's experiences with IUD: 


An activist working in the area of health 
sends me the following examples - 


- In a Family Planning clinic on the out- 

skirts of Bombay, the IUD is promoted by 
extolling the virtues of the metal copper. 
When women experience heavy bleeding they 
are told the uterus is being cleaned. An IUD 
is rarely removed on a woman's request but 
if a husband puts pressure, because heavy 
bleeding prevents him from having sex, the 
device is promptly removed. 


In some areas, local dadas bring groups . 
of women to have IUDs inserted and part of 
the incentive money of Rs. 9 is pocketed 
by them. A month later, the women return 
for removal of the devices. Cases in Pune 
have been reported of women alternating 
between hospitals, getting IUDs inserted and 
removed. It is also reported that private 
practitioners do not get adequate supply of 
copper Ts and there are cases of women 
getting IUDs inserted at government centres 
and then "selling" these to private doctors. 


Women are also being coerced into hav- 
ing IUDs inserted as a pre-condition for abor- 
tion. What happened to a Bihari Muslim 
migrant woman in Bombay, who had been 
deserted by her husband, is typical. Though 
she insisted that she did not need contracep- 
tion, she had to submit to the IUD insertion 
or be denied abortion. Her subsequent com- 
plaints of bleeding were dismissed as a "pSsy- - 
chological" response to desertion by her hus- 
band. Six months later, after she had endured 
non-stop bleeding for 15 days, an X-ray 
revealed that the IUD had got dislodged in 


the fallopian tube and an operation had to’ 
be performed. 


Dr. D.N.Kakar, who has. done Case- 
studies of women's experiences with different 
methods of contraception, givesmany examples 


of the callous treatment they get when they 
experience side effects.” These are instances 
of women, with a felt need for contracep- 
tion and not merely those lured by incenti- 
ves or coerced into accepting IUDs. In 
one case the woman could not contact the 
doctor who had done the insertion, the health 
worker in-charge was indifferent and so she 
eventually went to a private doctor and paid 
Rs. 10 for removal. Often women with 
problems seeking help at the government 


clinic are told to "come another day." One, 


woman with abdonimal! pain was told her dis- 
comfort was "psychological". Another woman, 
who was having severe bleeding, was getting 
no relief from treatment and paid a private 
doctor Rs. 15 for removal. The reason she 
did not approach the government doctor 
was because she had heard the latter tell 
another patient that it had become a "habit" 
with women to ask for removal on one 
pretext or another and that she was not 
going to remove any more IUDs. 


As one doctor remarks: "It is not sur- 
prising that IUDs are not popular. A health 
system. that is unsympathetic to vaginal 
discharge and cervical erosion cannot be 
expected to be sympathetic to the needs 


Different type of IUDs 


of women with a IUD, Hence, acceptance 
is very low. Instead of putting up with 
backpain, bleeding. and infection, many wo- 
men prefer to complete the family and get 
operated," 

The IUD is an example of a birth cotro! 
method which could be acceptable to many 
if they also had access to sufficient medical 
care and advice. As will, be seen in subse- 
quent chapters, this latter. aspect is the 
weakest spot of the FP programme, and 
tightening of which needs more attention 
and priority, if FP is to meet women's needs. 
at all. 

References: 
1. ‘Towards Equality, 1974. 


2. Studies in Family Planning, No.56, August, 
1970. 


3. India: Population, Economy, Society, R.H. 
~ Cassen, 1978. 

WHO Offset Publication, No.75, 1983. 
Population Reports Series J, No.28, 1984, 
People, Vol.10, No.3, 1983. 

People, Vol.10, No.4, 1983. 

World Health, Feb-March 1981. 


Women and Family Planning, D.N.Kakar 
1984, 


10. Women and Health, Veena 
SNDT University, 1985. 


S 
Lippes Loop Dalkon Shield | 
Co OP aes 
Ypsilon-Y 
Copper “T” 

Fe 

‘ | 

ry 


pe 


WO CON NW + 


Shatrughna, 


Saf-T-Coil 


Laminaria Tent 
(used to produce dilation 
in cases of dificult IUD removal) 


Courtesy: Our Bodies, Ourselves 


Sterilisation 


Since the time of the first vasectomy 
camps of the 60s, the FP programme has con- 
tinued to lay special emphasis on sterilisa- 
tion as a major tool for population control. 
With one difference, though. The earlier 
pre-occupation with vasectomy has now al- 


most totally been replaced by an obsession _ 


with tubectomy, mainly through laparascopy 
camps. This shift of emphasis on women, 
which is a backlash of the Emergency ex- 
cesses on men, is likely to have serious long 
term consequences for the health of women, 
and needs urgent action by the women's 
movement to demand a major change in ste- 
rilisation policy. 


Before the laparascopic method was in- 
troduced in a big way in this country in the 
early 80s, tubectomy was not a convenient 
option for women. Sterilisation after delivery 
has been popular with middle-class women 
who have access to hospital 
have been able to decide before or during 
the pregnancy that they wish to be operated 
upon after delivery. But for the majority 
of women who do not go to hospital for 
child-birth, "cold sterilisation" when they 
were not pregnant has meant hospitalisation 
and post-operative convalescence both of 
which they could not afford in terms of 
actual costs as well as time taken off from 
wage work and household duties. Laparascopy 
then arrived on the scene apparently as an 
answer to women's prayers and as.a popula- 
tion controller's dream come true. An out- 
patient procedure, 
the same day and be back at their duties 
without any inconvenience to their house- 
holds. This was the selling-point in laparas- 
copy, and did it get the hard-sell! In 1980, 
there was a press report of women lining 


up in long queues outside a district hospital 


in Gujarat when they heard about this 'won- 
der' method. 


A clear idea of the popularity graph of 
laparascopy emerges from a study of news 
items during the latter half of the Women's 
Decade. Late 1981 and 1982 saw a spate 
of press reports eulogising the new method 
for sterilising women. An item in the Hindu 


delivery and 


women could go home> 
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1982) entitled "Back to Camp 
describing the advantage of the 
new method and its introduction in Tamil 
Nadu hospitals, says: "With the number 
of vasectomies steeply falling after Emer- 
gency, the government has realised that 
women are indeed the target group for sterl- 
lisation." Two senior doctors are quoted as 
saying that "total absence of morbidity and 
mortality" is the special feature in this 
method. (A totally disproved claim as the 
rest of this chapter will show.) After head- 
ings like "Safest. way of sterilising a woman" 
and "New FP method well-received" one 
also saw the emergence of items like "Scram- 
ble for higher FP incentive" and "Laparasco- 
pic camp ends abruptly" as a result of women 
coming in their swarms, attracted by the 
method as well as the handsome incentive 
money of Rs. 150 to Rs. 200. Organisers 
often ran out of funds, unable to cope with 
the rush. "Women outnumber men in sterili- 
sation". said an item from Uttar: Pradesh 
where 1.14 lakh tubectomies were performed 


(January 3, 
Technique", 


in .the latter half of 1982 compared to-only 


3,000 odd vasectomies. | 


The first indication to the public (which 
is not in close touch with what really happens 
at camps and with the women's un-published ~ 
post-operative problems) that all was not 
well came around early 1983. The Health 
Minister cautioned state governments (Hindu, 
April 24, 1983) not to conduct laparascopic 
operations in camps.and said that these 
should be done in proper hospital conditions 
with adequate pre- and post-operative care. 
He also\ warned that otherwise the method 


itself would fall into disrepute. The next 
month, Patriot, May 9, 1983), the Health 
Ministry issued a directive to all states 


to observe all precautions and check against 
dangers and complications. 


However, there was no respite in the 
number of announcements regarding "over- 
achievement" of targets, with camp organi- 
sers flaunting the large figures of operations 
done. In June, two months after the Health. 
Minister's warning, a "laparascope mela" 
was reported from Kumbakonam (Hindu, 


BOX 7 
Advantages of minilap 


Lapatascopic sterilisation involves the 
insertion 04 a viewing instrument anda 
tubal occlusion instrument into the abdomi- 
nal cavity through one or two small puncture- 
type incisions. The Fallopian tubes are 
occluded either 
by applying a clio or ring. In minilapara- 
tomy, ot minilap a small incision is requi- 
red. but unlike lapartascopy the method 
pewmts direct visualisation of the tubes. 
Each tube is brought to the incision and 
occluded by tying it with a suture ora 
clio. Post-operative procedure is the same 
for both: observation for several hours 
and then discharge. There are possibilities 
of injuty to major blood vessels in lapara- 
scopy. Bowel injury is reported in both. 
Bladder injuty 1’ more common in minila- 
patatomy. 


Injuues during minilap are detected 
1eaduy during the procedure and are usually 
tepamed through the same incision. Inju- 
ues during flapartascopy are less likely to 
be noticed. This method also needs introduc- 
tion of gas which adds to the wsk of 
morbidity. Incomplete sterilisation ts higher 
in flapatascopy - the sk of accidental 


pregnancy depends on the tubal occlusion 


technique. 


Lapatascopy is technically more complex 


June 25, 1983) where 1,225, women were 
Operated upon in one day which, the District 
Collector boasted, was world record fora 
single day. 


In December 1983, Mrs. Gandhi announced 
that the prize money which. she received 
as part of the UN Population award would be 
utilised for buying ftaparascopes. And on 
Sanjay Gandhi's birthday. she presented 12 
laparascopes to leading hospitals to promote 
family planning, a cause dear to her late 
son. (Patriot, December 15, 1983) 


Since then the newspapers have carried 


by electrical methods or 


2/ 


than minilap and should only be done by 
gynaecologists with specialised training 
who also have experience in diagnostic 
laparascopy. The rate of complications is 
fess when the procedure is done by expe- - 
uenced surgeons. 


Mintlap: can be safely performed by 
physicians with only basic surgical expe- 
uence after minimal training. Even para- 
medics can be trained to perform minilap 
as seen ftom the successful scheme at 
Dr. Zafartullah Chowdhury's Gonoshastya 
Kendra in Bangladesh. | 


In lapatascopy, the equipment is expen- 
sive, sophisticated and complex to maintain, 
and also needs supporting equipment in 
the form of a gas delivery system, Light 
source etc. In mintlap, standard surgical 
equipment 1 sufficient and requires only 
cleaning and sterilising. Lapatascopy poses 
the Usk of infrequent but life-threatening 
complications (including blood vessel injury, 
bowel injuty, gas embolism and cardiac 
aviest). The major asks of minilap are 
0h minimal clinical impact. (The authors 
of this study conclude that minilap & 
safer.) 


(From Studies in Family Planning, 
| Vol. 11, No. 4, 1980) 


more reports about the adverse fall-out of 
laparascopy camps than glowing descriptions 
of the wonder method. Some inkling was in 
fact already emerging even before Mrs. Gan- 
dhi's much publicised presentation of the 
laparascopes. 


In Chittoor district of Andhra Pradesh 
a poor turn-out was reported at laparascopy 
camps (Indian Express, July 1, 1983) and one 
of the reasons given was failure of operations - 


resulting in pregnancy among earlier 
acceptors. Some months later, the A.P. 
government announced that a study would 


be done to assess the reasons for a fall in 


acceptors (Hindu, Nov. 20, 1983). The news- 
paper reported a few reasons which had 
begun to emerge: The health assistants on 
duty at the camps were all males: the doc- 
tors did mot give any individual attention to 
the acceptors; methed failure and pregnancy 
occurred among earlier aeceptors. A news 
item the next yea: (Hindu, April 27, 1984) 
said there was a steep-fall in sterilisation 
and in turn-out at camps in Anantpur dis- 
trict of A.P. citing one more reason "hurried 
enthusiasm to motivate more number of 
cases without going into the background of 
the acceptors". 


Around late 1983 one also began to 
read news item of deaths at Laparascopy 
camps. In May 1984, the Rajasthan unit of 
the Peoples Union of Civil Liberties (PUCL) 
alleged six deaths of women during a sterili- 
sation™ campaign, resulting from negligence 
by doctors. In Tamil Nadu, one 25 year old 
woman (Indian Express, June 8, 1984) died 
at the government hospital in Tiruttani, one 
week after undergoing a laparascopic opera- 
tion. She had suffered a major rupture of 
the bladder during incision, had failed to get 
prompt and proper treatment during her 
subsequent stay in the hospital, and when 
she died her death was recorded as resulting 
from septicaemia and renal failure. The 
newspaper hinted at many unreported cases 
of complications and said that a government 
order had banned doctors from talking to the 
press. According to the reporter, the doctors 
themselves seemed unhappy over the conti- 
nued stress on camps and "the tendency of 
government agencies to take disciplinary 
action if protests were made in the interest 
of public health". 


The first major public indictment of the 
irresponsible organisation of mass camps 
came from the Indian Association of Gynae- 
cological Endoscopists (IAGE) in December 
1984 at a symposium in Bombay (Patriot, 
Dec. 12, 1984). The IAGE said that great 
pride was being taken by the authorities 
over the performance of 300 to 500 opera- 
tions in 10 hours on a single day which worked 
out at one patient every two minutes. This 
‘was being done to meet "targets" and as 
a result the laparascope was not cleaned 
and sterilised properly. The doctors too made 
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of employing motivators, 


mistakes because of the pressure and load. 
(Hence the complications and method failu- 
res.) A detailed report on the symposium said 
that post-operative death. rate at these 
camps was 10-12 per 100,000 which is far 
above the acceptable risk of 0.25 to 0.5 per 
100,000 operations. The IAGE 


felt that 


these mass camps would lead ultimately to 
discarding of the procedure itself. ICMR 
nerms allow only 25 cases per day per lapara- 
scope and the IAGE guidelines based on ICMR 
research have been ignored by the _ state 
governments. Im fact the association, the 
only expert body in this country, is not even 
represented on the govermment's advisory 
body on laparascopic sterilisation. 


The use of incentives and motivators Is 
resulting in abuses similar to the happenings 
of Emergency days. In A.F. (Hindu, April 
27, 1984), training camps are reportedly held 
for "dhobies, tailors, barbers and vegetable 
sellers to educate the masses on family 
welfare programmes." This appears to bea 
not very subtle euphemism for the practice 
since the same 
item also referred to "hurried enthusiasm 
to motivate." In Tamil Nauu (Indian Express, 
April 9, 1984) four women were arrested 
for forcing an unmarried girl to get sterili- 
sed at a camp and then forcing her into 
prostitution. And in Buldhana district in 
North India, a poor widow was _ trapped 


into sterilisation (Hindustan Times, July 11, 


1985) by the gramsevak of Gomedhar village. 
The woman was destitute and had. been 
told that if she had the operation she would 


qualify for a permanent income of Rs. 60 
per month. 


In Vijayawada (Hindu, March 14, 1984), 

Olice registered a case when a 25 year 
old othe of three died after an injection 
before the sterilisation operation could be 
done.| But few such ‘instances of deaths or 
complications are reported or investigated. 
However, it would be important to follow- 
up the case of Sairoonbi (Hindu, April 4, 
1985) of Dharamapur district in Tamil Nadu, 
who has sued the District Medical Officer 
and District Collector for Rs. 20,000. Despite 
her sterilisation operation on May 16, 1982 
she conceived and gave birth to a son. She 
has claimed damages for failure of the 


the 


BOX & 
Feedback 


A gross experience 1 had recently was 
witnessing a mass sterilisation camp at 
the local govemment health centre. About 
100 women were operated on, by the 
new supersast method of laparascopy. The 
only counselling before the operation was: 
Nothing will happen to you.. You can be 
active after the operation. After the ope- 
tation the women were given routine supply 
04 antibiotics and pain killers. No other 
follow-up. One woman from an outlying 
village was operated upon. When 1 saw 
het a week tater, she was not able to 
move about freely, still had swelling and 
pain, and her bandage had not been changed. 
The wound was not cleaned, she was unable 
to visit the clinic and when her husband 
went to enquire he was told to apply warm 
compresses. They bought antibiotics from 
theit own money as the routine supply was 
not enough to ight infection, especially 
when there ts. lack of hygiene. When l 
made enquiues at the centre, the nurse 
in-charge could only say: "They are iUlki- 
-terate. It's all psychological." 


- Mangala 


Condensed 410m Manushi, No.21, 1984 


- Operation. 


It is relevant to point out here that in 


1984, the IPPF and the Centres for Disease 


Control did a global mail survey of 1,298 
doctors from 80 countries to study sterilisa- 
tion-associated deaths.” It was found that 
most deaths resulted from surgical complica- 
tion, septic conditions and anaesthetic compli- 
cations and could have been prevented by 
ensuring adequate training of staff, use of 
sterile equipment and proper follow-up proce- 
dure. The study suggested that surgical teams 
need to be taught how to deal with complica- 
tions and should be able to transport’ the 
patient to a place with proper equipment 
if complications develop. 
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A qualified nutse who with her doctor. 
husband is working in the area of primary 
health care in a Bihar village sends me this 
account of a 35 year-old woman who had 
seven children: ; 


"She was a particularly daring and deter- 
mined type and persuaded me to take 
her for sterilisation. We walked five miles 
and then caught a train to reach Géridih 
government hospital. The lady doctor 1 had 
earlier spoken to was away but a male doc- 
tor agteed to do the operation. She was 
given ether anaesthetic. Soon after the ope- 
tation started it was apparent that the doc- 
torwasn't confident o1 competent. He found 
it very difficult to find the fallopian tube 
and kept enlarging the metsion. The techni- 
cian giving the ether began to help him. 
Then another doctot came in, smoking 
a cigarette. He stood over the woman's 
open abdomen smoking - apart 410m the 
usk of infection, we might have all been 


‘blown up! She had a lot of pain afterwards 


and had to spend a qood deal of the Rs. 90 
she was given for buying antibiotics. She 
refused to stay in the hospital and came 
home and 1 took the stitches out. Not 
sutpusingly, 1 haven't taken any more 
women for stertisation."” 


Regarding anaesthetic complications, 
Dr. N.D.Motashaw of IAGE is quoted’ as say- 
ing that oversedation is the most common. 
error, with doctors overlooking the fact that 
thin, under-nourished women cannot take 
the amount of sedation that well-fed city 
women can. She also says that simple pre- 
operations examinations to rule out Contra- 
indications are not being done because of 
the targets and quotas to be fulfilled at 
mass Camps. 


The above account shows that the tubec- 
tomy drive of the 80s suffers from the same 


problems and abuses’ which characterised 
the vasectomy drive of the /0s - luring of 
acceptors,. pressure on doctors to achieve 


targets, neglect 6f minimum precautions, 
and poor after-care. The 'come-and-be- 
sterilised' hard-sell in laparascopy followed 
its initial PR build-up. as a method which 
will guarantee absolutely no interruption of 
women's work routine and domestic responsi- 
bilities. It should be noted that apart from 
the complications described, women who 
undergo sterilisation often experience altered 
menstruation and back pains and laparascopy 
does not eliminate these side-effects. This 
is something that they are not made aware 
of when they are -encouraged to accept 
the operation on the strength of its ease 
and speed. . | 


Two other aspects of the current stress 
on laparascopy need attention: 


One is its impact on rural women whose 


work involves a lot of bending and stretching 
and who therefore experience much pain in 
the pelvic area and lower back region after 
the operation. Joyce, Pettigrew's case stud 
of a woman in Ferozepur district of Punjab 
shows how the tubectomy operation affects 


her work capacity and thereby her relation- 


ship to her children and family. Since the 
work-conditions to which a woman returns 
after her operation are not altered in any 
way and since her own status within the 
family does not allow her to demand her 
post-operative rest as a right, the sterilisa- 
tion operation -places an additional and 
unjustified demand on her. This same finding 
was made by another researcher in a study 
of women in UP and Haryana (Statesman, 
“Jan. 10, 1985). 


The second feature which causes. concern 


is the government's studied neglect of progra- ° 
mmes aimed at men. This has ‘meant that 


women are being compelled more and more 
to shoulder the burden of contraception and 
sterilisation. Alaka Basu describes this? as the 
unanticipated consequence of FP and the 
Emergency. She says that tubectomy figures 
are higher today primarily as a result of 
government policy identifying women as 
targets and not simply because women them- 
selves are eager to opt for it. Her argument 
is that vasectomy is not being promoted 
at all while tubectomy is being promoted 
vigorously. She quotes the conclusions of the 
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BOX 9 
Counselling s important 


According to the WHO (Offset publi- 
cation No. 26, 1980) -counselling before 
sterilisation is important, and those 
choosing .this terminal method should be 
made to understand clearly the permanent 
nature of the operation. Further, the 
WHO recommends that the attitudes and 
concemns of both partners should be ex- 
plored, and the relative meruts of male 
and female sterilisation ot other contra- 
| ceptive methods should be discussed. 


One study of sterilised men and women 

seeking recanalisation (Journal of Family 
Welfare, Sept. 1984) showed that of 
the 100 cases reviewed, almost hals{ had 
no children at the time of sterilisation 
and about 4 percent had only one child. 
Activists f1equently report cases of steri- 
ised women bitterly regretting the opera- 
tion after the death of one ot more living 
childien. Though one does come across 
occasional newspaper reports of success- 
ful recanalisation, the extent of success 
as well as the extent of availability of 
the procedure being low, for all practical 
purposes men and women who opt for 
sterilisation need to mentally accept the 
permanence of their decision. : 


First International Conference on Vasectomy 
at Sri Lanka in 1981:"The greatest hindrances 
to:increased acceptance of vasectomy appear 
to be lack of services in appropriate settings, 
reluctance of programmers to initiate ser- 
vices and lack of specific information on 
what vasectomy is and what it is not. The 
conference felt strongly that in no society 
or culture are male attitudes to vasectomy 
SO negative as to be unamenable to change 
and reiterated that vasectomy: is even safer 
and more widely deliverable than female 
methods of surgical contraception." : 


If vasectomy is to be revived adequately 
byes FP programme, not.only men _ but 
women also need to know enough about it 
and understand its advantages over tubectomy. 


In a study on factors affecting the decisions 
to undergo tubectomy,° it was found that wo- 
men themselves often prefer tubectomy 
to vasectomy for the husband because of 
considerations for the ‘husband's health, es- 


pecially if he is the sole bread-winner, 
and fear that his work may suffer or that 
he will be unable to perform particular 
kinds of activities like cycling etc. The 


author suggests that both men and women 
should be educated that vasectomy has 
no harmful effects on a man's physical, psy- 
chological or sexual health and that his 
Capacity, for hard work will not be affected. 


Against . this backdrop of information 
what should women's groups and_ health 
groups do? One, we should insist that ICMR 
guidelines for safe laparascopy be adhered 
to. Two, demand that sterilisation : should 
not be done in 'camps'’ and that targets 
should not be fixed and thereby try to mini- 
-mise the scope for abuse and negligence. 
Three, we must demand that equa! attention 
be paid by FP officials to the promotion 


electrocautery. 


Va 


fallopian tube ag a 
ovary 
vagina 


SS Ms } 
bladder YA 
a oS 
yo 


- cervix 
uterus 
rectum 


backbone 


eo 
oS 


Courtesy: The New Our Bodies, Ourselves 


and provision of vasectomy, use of media 
to highlight the many advantages of vasec- 
tomy, to allay fears about the effects of 
this operation and to urge men to share 
the responsibility of birth control. In addi- 
tion, we need to demand wider availability 
Of hospital childbirth so that women wishing 
to undergo tubectomy can have it done 
after delivery when they would be able 
to have the required rest and freedom from 
physical strain. This minimum respite from 
customary chores generally is not denied 
‘them at least for a short period after deli- 
very. 


’ References: 


1. Padma Prakash, EPW, March 17, 1984. 
' 2. IPPF Medical Bulletin, October 1984. - 

3. Eve's Weekly, March 23, 1985. 

4. EPW, June 30, 1984. . 

5. EPW, March 9, 1985, . . 

6. Journal of Family Welfare, March, 1984. 
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An Indo-American encounter 
in a Punjab village 


ROPAR — A newly-married American couple abruptly 
stopped their tourist van outside a Govt. health-centre in a 
roadside village near here and anxiously enquired about the 
availability:of Nivaran (abortion) and Taambi (Copper-T). 
Both the services were already well-advertised in newspa- 
pers. But the question was of a foreigner’s eligibility. Their 
offer of handsome fees was politely refused. The freezed 
husband and wife were in dire need of the services. This led 
to an argument between the American lady and an educated 
woman-patient present there. 


AMERICAN WOMAN: Perhaps you don't know that this 


costly Taambi is manufactured and supplied by my country. | 


Any woman can easily buy this service for about Rs. 1000/- 
there. 


PUNJABI WOMAN: Perhaps you don't know that every: 


married eligible woman here can get this service not only 
free of any charge, but with some cash incentive also. 


AMERICAN WOMAN: it is absolutely surprising to hear 
this all. But the Indian women must be paying a lot for pur- 
chasing Nivaran and laparoscopic tubectomy. service. 


PUNJABI WOMAN: No, | had a laparoscopic tubectomy 
only yesterday. Rather, | was paid a good cash compensa- 
tion in addition to a top-quality service and a free two-day 
conveyance. Few days back, |-had free Nivaran also. 


AMERICAN WOMAN: Had you been in my country, you 
would have paid about Rs 3,000/- for a laparoscopic 
tubectomy and Rs. 2000/- for a Nivaran. 


‘ PUNJABI WOMAN: Itis really shocking for me to hear all 
is. , 
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Some true 


Setting a honeymoon 


controversy 


A simple Punjabi woman has triggered a 
world-wide controversy over the mean- 


‘ing of honeymoon. Here are facts; 1980 


she was: married; 1981: She had first 
baby; 1983: She had second baby. 
Thanks to top-quality care, she looks 
more beautiful than before. Her young 
husband looks stouter and smarter, 
1984." This village beauty accepted 
laparoscopic tubectomy. These days, 
the couple is away on a honeymoon trip, 


leaving children with their 


grandmother. 
“It is now that we realize what honey- 
moon is”, the couple Says. 


The beautiful landlady 
~ without mercy 


She was not feeling at home in her newly-built big farm- 
house and wanted to have a good tenant for a portion of the 
bungalow. One fine morning, a lady teacher, who was re- 
‘cently transferred to the village approached the 
Jandlady. | | ie 

“Number of children?” asked the landlady frowningly. 
“Only one, itis three months old”, said the lady teacher in 
é trembling voice. 

“What is the guarantee that you won't multiply soon. My 

P evious house was awfully spoiled by a football team mis-. 
Called family. The helpless parents could not afford to pay 

the rent even. | forewent two years rent to get the house 

vacalted. , | ' 

“But | shall pay the rent punctually”. 


(Copper-T) inserted”. 
_ “Don't worry, | have very pleasant experience of this 
method. It is not only aesthetically acceptable, but 100% ef- - 
fective also; now it is available near here’. : 

peut...” : 

“What pregnant again!! Did you want all this!!!" 
} No, not at all, | am rather panicky. Even my husband is 
| angry with me”. : | 
_ “Then, first get a Nivaran (abortion) from the primary 
health centre, near nere. Do you agree?” 

“Yes, | do”. =f | Oe 33° ah fee 
- “And you-must-have-the second_child within four years, 
followed by a tubectomy”. ars 
_ “| agree”. | | 
“O dear then come in and be seated in the.drawing room, 
yells) O Preeto’s Papa, here is our house-partner. 
(Landlady’s husband comes) Preeto’s Papa, this young 
lady teacher is quite sensible. Would you kindly prepare 
some tea for us? (to the lady teacher). Since | accepted 
laparoscopic tubectomy last month the landlord has be- 
come a little more obedient’. | | 

Landlord: (to his wife) “After all, you underwent’, abig op- 
eration. | avoided a small one. So! must respect you. Is this 
henpeckedness?” 

Landlady: (to her husband) “Who says the laparoscopic 
‘tubectomy is a big operation. It is far simpler than a Taambi 
insertion, however, | appreciate your humility’. 
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“| can consider your case provided you get a Taambi 


_ | Stupid cupid knows. the reason. 


Issued by DIRECTOR, HEALTH AND FAMILY WELFARE, RUNJAB 


Happy worth-day to you 


This is a true life story. A young married couptie with two 
children hosted a big party for their near and dear ones. 
Their home was flooded with presents. The occasion was 
| not a birth-day, nor a wedding anniversary. 


“On this particular day three years back, we re- 
discovered ourselves’, the boy-looking handsome hus- 
band said. | , 


“On this day, | adopted a miracle of modern surgery— 
laparoscopic tubectomy”, the girl-looking lovely house- 
wife added, “it is our worth-day because we realised our 
worth on this day”. . 


Then, the wife introduced the guests ta a woman, “She 
is our guiding angel—she is an auxiliary nurse-midwife | 
(ANM) of our area. She is today’s chief guest. We request 
her to sing us a song, she calls it a nursery song for 


adults”. 


Then, the ANM started pointing towards the couple and 
sang the following song on the tune of twinkle-twinkle lit- 
tle star.. aA * 


Rosy, cosy winter season. 


Let there be a little romance. 
Not like England or France. 


Here, in the Indian life. 
Between husband and the wife. 


Free from fear of family way. 
Free from worries work-a-day. 


Happy, healthy, they have two. 
They have two and this will do. 


Bea of roses, pink canopy. 
Through the magic. ‘laparoscopy’. 


Family welfare amply covers.- 
Total health of married overs. 


Let this winter be a spring. 
She is queen and he is a king. 


SEX-WISE BREAK-UP OF STERILIZATION OPERATIONS PERFORMED 
SINCE 1956 & IUD INSERTIONS SINCE 1969-70 


« 


Percentage 


Number of Sterilisations IUD Inser- 

Year | of tubecto- tions 

Vasectomy Tubectomy Total mies to total 
1956 2.395 4,758 7,153 66.5 -- 
1957 4,152 9,584 13,736 69.8 -- 
1958 9,189 15,959 25,148 63.5 -- 
1959 17,633 24,669 42,302 58.3 -- 
1960 37,596 26,742 64,338 41.6 -- 
1961 .63,880 40,705 104,585 38.9 o- 
1962 112,357 45,590 157,947 28.9 -- 
1963 114,621 55,625 170,246 B27 -- 
1964 penmeZ0h 74 68,394 269,565 25.4 -- 
1965 Jan- 1966 Mar . 576,609 94,214 670,823 14.0 -- 
1966-67 785,378 101,990 | 887,368 Liss -- 
1967-68 1,648,152 peth?ls604 1,839,811 10.4 -- 
1968-69 1,383,053 — 281,764 1,664,817 16.9 -- 
1969-70 1,055,860 366,258 L422, 11a 25.8 459,000 
1970-7 1 878,800 451,114 L,329,,9 12 33.9 476,000 
1971-72 1,620,076 567,260 - 2,187,336 252, 488,000 
1972-73 2,613,263 508,593 . 35 20,856 16.3 355,000 
1973-74 403,107 FDIG29D.. ~ 942,402 57.2 372,000 
1974-75 611,960 741,899 1,353,859 54.7 433,000 
1975-76 1,438,337 . 1,230,417 2,668,754 46.1 607,000 - 
1976-77~- 6,199,158 2,062,015 8,261,173 25.0 581,000 
1977-78 187,609 761,160 948,769 80.2 326,000 
1978-79 390,922 1,092,985 1,483,907 73.7 552,000 
1979-80 472,687 1,305,237 1,777,924 73.4 635,000 
1980-81 4383909 1,613,861 2,032,770 78.6 628,000 
1981-82* DI2Zy995 2,218,984 2091 5579 79.5 


750,000 


Source: Government: of- India, Year Book of Family Welfare Programme in’ India 1981-82, Minis- 
try of Health and Family Welfare, New Delhi, 1982, Tables D.2 & D.5. 
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Abortion 


: A DAVP ad. which appeared in a weekly 
journal in January 1984 advocated abortion 
with the following text: "Carrying again? 
You need not worry. Get your pregnancy ter- 
minated. Abortion is legal. Two is enough. 
Stop the third." This was a government ad. 
and it clearly shows that abortion is regarded 
by the authorities as an FP method and asa 
tool for population control. Officially how- 
ever, On paper, abortion is not part of the 
FP programme and is ostensibly only a health 
measure. What are the consequences of 
this ambivalence and how does it affect 
women's'access to abortion? 


: The Medical Termination of Pregnancy 
Act, 1971, which came into force in 1972 
was aimed at reducing the incidence of cri- 
minal abortion which was taking a heavy toll 
of women's lives. The Act allows termination 
of pregnancy on therapeutic grounds (risk 
to the mother's physical or mental health), 
eugenic grounds (if the child is likely to be 
born deformed or handicapped), humanitarian 
grounds (pregnancy resulting from rape) and 
social grounds (as’a result of contraceptive 
failure.) It is this last provision which enables 
the government to provide abortion as an 
FP service though it is not technically placed 
under the FP category. This provision also 
enables women to seek abortion for birth 
control and for limiting family size. 


The Report of the Committee on the 
Status of Women~- quoted a number of studies 
which show that most women who _ have 
abortions do so to jimit their families. The 
committee deplored the manner in_ which 


many hospitals agree to do the abortion only | 


if women will accept sterilisation and the 
fact that often it is the doctor who decides 
whether or not the woman can be allowed 
an abortion. The report clearly asserts: 
"We feel it is a woman's right to have con- 
trol over the size of her family." Because 
of these attitudes of public hospitals, despite 
abortion being legal, in practical terms 
it appears to be freely accessible. only to 
those who can afford to. go to private clinics, 
many of which charge exhorbitant rates. 
For the rest, who do not wish to accept the 
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BOX 10 
Abortion techniques 


Induced abortion can be performed 
using a vauety of techniques, all of which 
expose the pregnant women to a certain 
amount of sk, which, however, varies 
in degree. The duration of the pregnancy 
ts the most important determinant of 
the magnitude of isk. Mortality and 
morbidity in second trimester termination 
are many times higher than when abortion 
ts carved out in the fit trimester. 
Also, termination in the first trimester 
ts both technically and ‘administratively 
very different ftom, and much simpler 
than, termination in the second trimester 
(see table). 


In Asttuations where expertise and 
facilities are not widely available, termina- 
tions should be kmited to pregnancies 
of fess than 12 weeks, preferably 10 
weeks. Even then, because of lack of 
equipment, the physician may have to 
resort to dilatation and curettage (D&C) 
in place of the more favourable proce- 
dure of vacuum aspiration. 


Mensttual regulation: This is’ a varia- 
tion of vacuum aspization which can 
be: used in early pregnancy only up to 

the 42nd 01 49th day after the last mens-_ 
trual period, or even before a pregnancy 
has been confirmed. No anaesthesia 
or dilatation of the cerwix is normally 
requitzed. A cannula ts introduced through 
the cervical canal into the uterne cavity 
and the contents are. aspimated by a 
special syringe. 


WHO Offset Publication No. 49, 1979. 


condition, of sterilisation or IUD _ insertion, 
unauthorised abortionists are the only resort, 
which is ‘why, 13 years after the MIP Act 
came into force, deaths from illegal abor- 
tions remain high. 


In April 1985, the Minister of. State for 
Health, Yogendra Makwana, told Parliament 
that about 4.35 lakh cases of MTP were 
reported during 1983-84. He said there were 
no precise estimates of the number of ille- 
gal! abortions or the number of deaths result- 
ing from such abortions. According : to the 
Parivar Seva Sanastha which runs the Marie 
Stopes clinics, about 6.6 lakh women die 
every year because of illegal abortion. 
(Times of India, June 3, 1984). 


In 1981, activists who attended a work- 
shop on» Women, Health and Reproduction 
organised by ‘the Feminist Resource Centre 
in Bombay formed an~ Action Group for 
safe abortions which listed two major de- 
mands: inclusion of MTP as an FP service 
and safe abortion services for all women. 
The group also hoped to be able to train 
women activists. in "Menstrual | 
a simple method which can be used 15 days 
after a missed period: A leaflet circulated 
by the group-raised the following points: ~ 


Apart from deaths,.-many women have 
infection, bleeding, injury and other complica- 
tions after abortions which are avoidable. 
“Abortions are often carried out dangerously 
late (after the first trimester) because of 
lack of services, late diagnosis of pregnancy 
and social stigma. "The abortion services 
suffer from all the ills of the nation's, health 


services. The problems are lack of informa- — 


tion, limited publicity and the widely held 
belief that abortion is illegal." (I should 
point out here thatsthe DAVP ad. in English 
mentioned at the outset does not reach 
the people who really need the information. 
Nor is there enough publicity to enable wo- 
men to know that they must seek abortion 
early to avoid the health risk.) 


_ The safe-abortion leaflet says ‘that ab- 


sence of adequate facilities and trained per- 
sons in rural areas renders the MTP -Act in- 
effective. Even in cities, 50 per cent of the 
beneficiaries are the better off while morta- 
lity and morbidity rates also seem to have 
a definite socio-economic gradient. if 


Another important point raised by the 
action group is this: a large number of the 
the so-called illegal abortions being performed 


Regulation," 
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to.improve the situation. Mira Savara 


‘cialists' 


by dais and local abortionists are the only 
services most poor women can turn 10. 
These have been available for centuries. By 
dubbing them as illegal, nothing 1s whe 
i 

paper read at the Bombay workshop had 
suggested that women's groups should demand 
training for dais and nurses in safe abortion 


techniques. She also called for: vigil squads 


of‘\activists who would visit hospitals regu- 
larly to. see how women asking for abortion 
are .being treated and to demand proper 
services; leaflets on abortion by activist 
groups, listing the places where these ser- 
vices can be obtained free. 


It is relevant here to point out that 
although, 'illegal' abortions by dais and non- 


medical people are freely condemned by 
the establishment, the fact remains. that 
women who visit registered practitioners 


are not necessarily trouble-free. A study of 
complications after MTP at a civil hospital 
in Surat’ showed that even abortions by 'spe- 
can have complications. Out of 
608 cases, 203 reported late complications 
including menstrual disturbance, bleeding, 
backache, white discharge, fever and weak- 
ness. Out of 20 cases of bleeding, six sought 
advice from private doctors and were diag- 
nosed and treated as cases of incomplete 
abortion. In 14 cases, the women had accep- 
ted IUDs which could have caused the bleed- 
ing but despite continued bleeding the IUD 
was not removed. (Acceptance of an FP 
method is often a pre-condition for abortion. 


‘in the government hospitals.) 


* How many cases of deaths at the hands 
of qualified doctors are ever investigated 
by the police? A few are indeed reported 
in the media, but it is not clear what the 
position in law is if the doctors are prose- 
cuted. The Status of Women Committee | 
had pointed out that Section 8 of the MTP 
Act provides an‘ Overriding protection ‘to 
the doctor for any damage caused by the 
operation. The report says: "Since no such 
protection is given for other operations, 
this seems an unnecessary clause and may 
lead to negligence." Thus, apparently, autho- 
rised abortionists can evade conviction; but 
we need more information on this aspect. 


Recently, two registered doctors of Delhi 
who caused miscarriage and ,eventual death 
of a pregnant woman wert: sentenced by 


a sessions court to 10 years RI (Patriot, Dec. - 


25, 1983). Earlier in Bombay, a 56 year 
old surgeon was sentenced to life imprison- 
ment by, a sessions court for causing the 
death of a young girl after he conducted an 


- abortion on her (Times of India, Nov. 4,1979).° 
According to the newspaper reports, in 


neither instance were the doctors authorised 
to carry out abortions. (A doctor can qualify 
for such authorisation after he has performed 
25 successful MTP cases under supervision.) 
And yet, the fact that the Bombay surgeon 
had a flourishing abortion practice shows 
that the law-enforcing machinery does 


not of its own initiative prosecute unauthori- . 


sed practitioners and it is only when a woman 
has died and her relatives take recourse to 
the law that these doctors are brought 
to book. The authorities are obviously content 
to look’ the other way as long as individual 
clients don't complain, perhaps because of 
the overall approval of abortion as a popula- 
tion control measure. This is why a doctor 
couple in Hyderabad is able to plaster all 
state-owned buses with their hand-bills adver- 
tising "abortion without D&C, omy drugs" 
and also claiming that their services are in 
the furtherance of the national FP policy. 
This couple also has cinema slides publicising 
their abortion clinic. Apart from the ethics 
of this (and there is no known instance of 
the Medical Council taking action against 
unethical advertising) there is also the ques- 
tion how abortionists can use an experimental 
drug so widely and freely. The use of drugs 
(probably prostaglandim) to bring about abor- 
tion is still under trial.’ | 


One other aspect of the abortion anomaly 
is the moralistic and patriarchal attitude. 
The Status of Women Committee had found 
that many doctors are unwilling to perform 
abortions for unmarried girls. Though the 
law doesn't require it, a husband's consent 
is often made a pre-condition. Women are 


frequently humiliated by health personnel ' 


for seeking abortion. According to a letter 
to the editor (Hindustan Times, April 14, 
1985), although a married female government 
employee is entitled to six weeks special 
leave in case she gets herself aborted, many 
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BOX 11 __ 
Nowms fo1 humane service 


In late 1983, the IPPF issued policy 
guidelines on abortion \|IPPF Medical 
Bulletin, Feb., 1984) which said that 
in countries where abortion is legal, 
family- planning associations should be 
encouraged to ensure its provision through 
adequately trained personnel. First-trimes- 
ter abortions carried out by skilled stags 
catty a very low rusk of complications. 
The guidelines also call for sympathetic 
and supportive counselling to women, 124- 
ponsive tg thet circumstances and inform- 
ing them clearly of the possible séde- 
effects atid complications of the proce- 
dute. Young unmarried girls need special 
counselling and follow-up care to deal) 
with "residual feelings of guilt, anxiety 
or fear." The IPPF points out that any 
decision on sterilisation after abortion 
needs careful reflection on the part 
of the woman and providers of abortion 
should not make it conditional on accep- 
tance of stertisation. 


The WHO (Offset publication No. 49, 
1979) has stressed the need for publici-. 
sing information about abortion services 
"to allow fee, easy and safe access to 
those who are most in need of the facik- 
ties provided. For this, the fist require- 
ment is the dissemination of information 
with regard to the liberalised law, the 
locations where free, legal and safe servi- 
ces can be obtained, the safety of early 
terminations as against the sk of later 
ones, and how to utilise the services." 


women don't avail themselves of this leave 
because of fear of their colleagues' censure. 
Incidentally, this rule appears to deliberately 
exclude an unmarried government employee's 
right to rest after abortion, which is again 
a moralistic overtone, and totally unjustified. 


Reportedly, the Maries Stopes clinics, 


which have been set up in a few cities, offer 


competent and reliable abortion services 
in a sympathetic manner, and also cater to 


BOX 12 
The puce women pay 


The following examples have/ been conden- 
sed ftom an article in People (Vol. 5, No. 2, 
1978) which focused on India and measured 
the price paid by women seeking abortions - 
in terms of mental anguish, physical harm 
and cash. ' 


*An ad executive, mother, of two, just 
settled in a full-time job,/ found hersels 
pregnant. She. had expergneed problems 
with both Pill and 1UD ard the pregnancy 
was a result of condom failure. Her family, 
husband and the doctor/ tried to dissuade 
her from having an abortion, but she mana- 


ged to have her way. "1 think the knowledge , 


that undez the MTP. Act the woman & 


the sole arbiter of this decision helped.” — 


She was operated on in a private nursing 
home and paid a four-figure bill for two 
days' stay. Back home she developed high 


fever but the dactor refused to makea 


call for "something as minor as 
ion,” and prescribed medicines on the 
ee weeks later she went fora 
check-up sintethe fever persisted and she 
had been in bed for a fortnight. While 
examining her, the doctor made a point 
P Of commenting: "Really, out upper middle 
Class women! fuss 40 much about small 


_ home 
> 


things. The village women are back in the - 


(eld. within 24 hours but we seem to 
think that unless a great big fuss has been 
made, lige is not normal." ‘ 


*¥A 35 year-old Harijan woman uxth five 


children, who works as a sweeper in several- 


big houses, narrates her experience: After 
her fourth child, one of the memsahibs had 
been after her to get hersel, ot her husband 
sterlised. Her husband would not consider 
it and she was nervous about how the 
operation . would agject het work capacity. 


unmarried girls, but the problem is that 
the cost of Rs. 150 to Rs: 300, which is 
reasonable for the middle-class, places the 
service beyond the reach of the poér. The 
Organisation which runs the clinics’ has 
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Many women of het acquaintance had 
become chronic sufferers with stomach 
pain and other problems. "In my work I 
have to pick up heavy toads, squat, bend, 
and be very active all the time. 1 can't 
afford not to be fit. Besides, 1 would have 
to be away from work for at least two 
weeks and how can 1 do that? They say 
it is only two days but 1 have seen 50 many | 
women have the cut go septic that they 
are in trouble for weeks and weeks." - 


When she conceived again, she was despa- 
rate and went to an old woman who had ear- 
lier hekped others like her. The datter gave 
her a herbal medicine and there was a 
little bleeding but nothing more happened. 
Then the old woman tried to help by insert- 
ing a stick, which caused a lot of pain 
but again nothing happened. Eventually 
she picked up coutuge and went to the 
memsahib who was very angry, but she did 
give her a letter and sent her to hospital. 
The doctors said it was too. late to do any- 
thing but she said she could come for deli- 
very and be stertised. "But 1 didn't go to 
the hospital for the delivery because 1 
didn't want an operation." 


*D1. Pramilla David, Director of the 
Centie §0% Population Concerns, Hyderabad, 
says in the same issue of People: "Older 
gynaecologists who believe that abortion 
ts morally wrong and medically undesirable 
still hold influential positions in hospitals. 
A new problem is the complication scare - 
incomplete or septic’ abortion. Lack of 
adequate on-site training of doctors in 
use and maintenance of equipment has led 
to more of these cases than arte recorded 
in the statistics." 


started a training programme for doctors 
to enable more MTP services to- be offered. 
It is significant that funding for this will 
be done by a "Population Crisis Committee" 
(Times of India, June 2, 1984) and this once 
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again unlerlines the fact that abortion is 
very much a part of FP policy though it is 
never described or acknowledged as such. 


Postscript 


It will be recalled that during the press 
and public furore of 1982 against selective 
abortion of female foetuses, the medical 
establishment had more or less defended 
the ptactice as a socially responsible way 
of catering to women's desperate desire 


not to give birth to girls. And yet in early 


1985, when activist groups demanded provi- 
sion of MTP to gas victims in Bhopal as 
there was a distinct danger of foetal defor- 
mities, the authorities turned a deaf ear. 
According to activist reports, those who 
could afford it did seek and get abortion 
while hundreds of poor women were neither 
Officially informed that there was a danger 
of birth defects nor provided abortion when 
they sought it. Reportedly they were com- 
pelled also to accept copper T as a pre- 


condition. The MTP Act's inclusion of "euge- 


nic" grounds is thus nothing more than a 
paper provision, only meant for the rich. 
In April 1985, the Medico Friend Circle 


on the basis of a survey by a team of doctors 
issued a press release saying that the govern- 


. ment must publicise the dangers to _ the 
foetus, allow women to make an informed 
choice on MTP and provide facilities for 


abortion. The MFC also said that concep- 
tion should be avoided until all symptoms 
of gas poisoning disappear, and since affec- 
ted women were already suffering from in- 
creased gynaecological troubles, the condom 
should be promoted and publicised as the 
contraceptive of choice of gas victims 
rather than the Pill or IUD. The government, 
whose FP propaganda has been otherwise 
deafening, has responded to all these de- 


‘mands with an ominous silence. 


Reference: 


1. Journal of Family Welfare, June 1984. 


Abortion: A sketch by Era Roy 
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Relative Effectiveness and Short-Term Safety of some Common Methods of 
Induced Abortion 


Stage of gestation (weeks) 


6 or less 16 or more 
a) Suction cure- Safe, simple Safest Safe High degree of 
ttage only method, requi- method manual dilatation 
res no dilata- necessary. In 
. tion. Not always skilled and expe- 


effective rienced hands 
; safe and effective 


b) Dilatation and Safe and simple. Very. Safe Increased riks of 

curettage . .but-does re- safe cervical incompe- 
quire a certain eG? tence in subse- aie ar 
degree of dila- quent pregnan- 
tation Clee in most 

c) Curettage (a) or Not applicable Reduces or avoids need for manual Age, fas 

_ (b) plus pre- dilatation . 
peal Desirable parti- In skilled and 
— cularly in pri- experienced 

migravidae at hands ‘safe and 
9-12 weeks, effective. 
women with Late effects: 
tight cervix, unknown. 

etGi . 

d) Prostaglandin. Vaginal suppo- Currently less Shorter interval between instilla- - 
Currently avai-  sitories safe effective than tion and abortion than with (e) and 
lable prepara- _—_and simple. methods (a)-(c) _— (f) | 
tions. In some Not always : E a. , pees. 
countries only Miisesive. xtra-amniotic Intra-am niotic and 

technique, sim- * extra-amniotic 
pler than intra- both effective 
| _ amniotic 

e) Saline or other _ Not appropriate Longer inverval between instillation 
hypertonic 2 and abortion than with (d) 
solution 


Extra-amniotic Safer than intra- 

technique, sim- amniotic prostag- 

pler than intra-  landin not yet 

amniotic known 

f) Ethacridine 
lactate extra- 
amniotic 


Not appropriate . Lower sepsis rate. than (d) and (e) 


WHO Offset Publication No. 49, 1979, 
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The vill - 


The oral Contraceptive pill has been 
available in India since around the mid-sixties 
but was for a long time not '‘pushed' in 
a big way by the FP programme. The Pill 
needs to be prescribed by a doctor, potential 
users have to be carefully screened to rule 
advice and care 
not only for coping with side-effects but 
also to be advised to discontinue the pill 
if certain other disease conditions should 
develop e.g., diabetes’ or hypertension or 
liver problem etc. Under the present health 
structure in this country, mass distribution 
of the Pill would not be safe, because these 
precautions cannot be met. The government 
and medical authorities had themselves ack- 
nowledged this and for many years, even 
though some of the South East Asian coun- 
tries had liberalised Pill distribution, the 
medical Establishment in India had refused 
to recommend a mass Pill drive. 


Obviously, at some point of time India 
too would succumb to the pressure of the 


World Population Control Establishment and 
of a sudden decide that a mass Pill . 


all 
drive is indeed safe after all. In 1981, ar 
ICMR task force suggested that the govern- 
ment should adopt a= relaxed policy and 
allow personnel other than doctors to distri- 
bute the Pill after "adequate training to 
screen potential users at field level." Unwill- 
ing to learn the lessons of the IUD drive, 
knowing fully well that the theoretical 
paper plan would be far removed from the 
actual field situation, the ICMR also chose 
to ignore the findings of its own earlier 
Pill studies which had shown a high drop-out 
rate because of side-effects. In 1981, the 
government allowed auxiliary nurse midwives 
(ANMs) to distribute the Pill and less than 
a year later in 1982 the newspapers splashed 
the Health Minister's announcement that 


Pill distribution by village level health wor- 


kers would be introduced very soon so as 
to raise Pill acceptance from the prevailing 
1.1 lakh to two million by 1983-84. The 
programme was supposed to have been ini- 
tiated in selected states and the results of 
the experiment are not yet known to the 
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public. We must demand information on 
how the pilot programme worked, and exact- 
ly how potential acceptors were screened 
and recruited; what kind of support and 
care they got while they were on the Pill, 
how many are continuing to use it, what 
were the reasons for discontinuation among — 
the drop-outs, what was the incidence of 
irregular or incorrect use of the Pill, and 
what were the consequences of the latter. 
This should be made public knowledge in 
much the same way that the mass Pill 
programme was announced with so much 
advance publicity. 


BOX 13 
Nowms f01 a sage Pill programme 


The WHO has drawn up extensive guide-,_ 
| lines for screening potential Pill users, 
| monitoring them while they ate on the 
| Pull, a check-list of contra-indications as 
| well as indications {01 discontinuation. 
| (WHO Offset Publication No. 64, 1982). 

According to these norms, women should 

be 1e-examined three months after start- 
| ing the Pill and again at six-monthly inter- 
7 vals. They should have a Pap smear every 

two years and an annual examination of 
breasts and pelvis. Women with certain 
side-effects need to be seen more f1equen- 
tly and %§ a change in type of pill is need- 
ed, it should be carefully explained to 
them. Women with depression need special 
‘ observation and the Pull discontinued if 
necessary. | 

~ Low-dose pills.with 30 01 35 mg of estro- 

gen should be used and a higher dose 50 

mg Pill should be considered only if there 

ts unacceptable breakthrough bleeding. A 

minimum of four types of pills should be 

stocked to enable a switch-over in type 

to deal with specific side-effects. Lactat- 
ng women should not be given the pill. 1f 
viegular pill-intake ‘results in pregnancy,, 
there ts a possibility of bitth-defects. The 
need for 1egular intake should, therefore, 
be carekully explained to the Pill user. 


In March 1983, the Hyderabad branch 
of the Indian Women Scientists' Association 
’(IWSA) wrote to the |Health Minister urging 
him not to go ahead with the proposed Mass 
Pill programme. Many IWSA members were 
doctors, some of them were ICMR scientists 
and they knew from their field experience, 
the way the health system in this country 
functions and the kind of access women 
have to health care in the rural areas. 
They said that a mass Pill programme under 
these conditions would be positively danger- 
A_look at the WHO's guidelines and 


ous. 
norms for safe Pill distribution by non- 
medical staff will show how unrealistic it 


is to expect that these criteria will be obser- 
ved adequately all over the country (see 
box). Besides, past Pill studies have persis- 
tently shown that mass Pill promotion 
has no place in the Indian FP programme 
under the present health-care structure. 


According to one writer,* the government 
has earlier conducted trials at 300 centres 
all over India, covering about 10,000 women 
to study the medical and social acceptability 
of the Pill, the object being to decide 
what should be the FP policy regarding 
this method of, contraception. "The special 
committee which reviewed the experience 
considers that the Pill may not be accepted 


in any Mass programme, but should be 
administered in closed communities under 
medical supervision." Its continued use is 


not advisable. There should be intervals of 
non-use. The National Institute of Family 
Planning analysed the experience of 1,512 
acceptors and found that 46 per cent discon- 
tinued after six months, 61 per cent after 
12 months and 73 per cent after 18 months. 
Those who found the Pill acceptable were 
from educated and middle class background. 


Various Pill studies have “shown that 
side-effects are cited as the main reason 


for discontinuation: Dizziness, vomiting, nau- 


sea and irregular bleeding have been found 
hard to cope with when there is no access 
to sympathetic advice and treatment. Indi- 
vidual case studies’ show how women who 
fail to get advice and treatment feel discoy- 
raged and give up the Pill. The disruption 
of household work as a result of what the 
FP people always describe as "minor side- 
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effects” is something that doesn't seem 
to weigh very heavily with the health per- 
sonnel when their help is sought. One femi- 
nist doctor tells me that during the early 
years when Pill effects were being studied, 
women in the West who complained of 
"depression" were not taken seriously because 
depression tends to be readily dismissed as 
psychological or just plain imaginary. But 
now medical research has_ conclusively 
shown that depression is indeed a very dis- 
tinct side-effect of hormonal contraception 
(including injectables). Unfortunately any 
side-effect which is not "life-threatening" is 
always listed last, under the 'minor' category 
and the fact that conditions like dizziness 
or depression make it impossible for women 
to carry out their many arduous tasks at 
home and at the work-place is never seen 
from the user's point of view as a problem 
of considerable magnitude. 


Besides, when women on the Pill, expe- 
rience problems, very often relief can be 
possible if they are able to switch over to 
a different brand which contains a different 
variety of synthetic steroids. In a mass 
programme. which relies on bulk buying it 
is hard to see how much such facilities 
will be made available. PHCs are known to 
run out of stocks of even life-saving and 
basic drugs. In the Indian context there are © 
also questions like: Will the government 
ensure distribution of only low-dose safe 
Pills? (High-dose pills have been dumped 
in Bangladesh and Sri Lanka in the past). 
Since the Pill is known to cause nutritional 


deficiency, what will be the impact of 
Pill consumption on the malnourished? 
The Pill's effectiveness is reduced when 
taken along with certain other curative 


drugs - including the TB drug rifampicin; 
under the present health care structure, 


can such situations be adequately taken care 
of? 5 | 


The Orwellian overtones and Double- 
speak of Pill policy are best illustrated if 
one compares the remarks Of two Health 
Ministers at different points of time. In 
1982, B. Shankaranand, who announced the 
mass Pill drive, was quoted in the Telegraph 
as saying: "All side-effects of the Pill have 
seen eliminated." Six years earlier, in. 1976, 


Dr. Karan Singh, the then Health Minister, 
in an interview to People had explained why 
the Pill could not be promoted in a big way 
in India: "Contrary to Western belief, the 
Pill is not all that simple. It's a remedy for 
affluent urban society but is not at all 
suitable for mass consumption in the villa- 
ges. It, is expensive; it requirés constant 
daily motivation which is impossible, when 
a village woman has a hundred domestic 
chores to attend to, apart from _ having 
to work in a field several miles away, and 
it has undesirable side-effects." (my emphasis) 


' The fact is, 
interested for 


if the FP wallahs are not 
the moment in pushing a 
certain method, they are willing, even 
eager to acknowledge the truth about its 
problems. At that time when Dr. Karan Singh 
made these remarks, India was poised for 
its infamous sterilisation campaign. The 
Health Minister was then busy convincing 
the world about the need for "civilised 
pressure but not coercion." Between 1976 
and 1982 not only has the Pill not become 
safer (nor its. side-effects eliminated), 


but newer studies are casting further doubts ° 


about its long-term risks. But the Indian 
media image of the Pill is curious. In 1982 
when the new Pill policy was announced, the 
papers were full of the news of a WHO study 
suggesting. that the Pill might actually pro- 
tect against ovarian cancer. The Hindu even 
had a half-page article in its Sunday section 
with the heading: "Not causative but preven- 
tive." At that time, Indian doctors, who had 
worked with the WHO, published articles in 
leading newspapers playing up the "positive" 
effects of the Pill and playing down the 
dangers. However, when in 1983 the Lancet 
published two studies which linked pill use 
with both breast cancer and cervical cancer, 
the Indian media more or less ignored It 
except for a cursory news item, although the 
findings created an uproar in the West. 


The fact is that emerging Pill. studies 
are throwing up confusing and conflicting 
evidence about long-term cancer and other 
risks. Every such. study is being assessed 
by WHO and other agencies. Meanwhile, in 
the West, women are getting tired of putting 
up with the side-effects of the Pill and 
questioning why they should be endlessly 
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BOX 14 
Selection of type of Pul 


Every woman should receive a pill that 
‘& effective yet possesses the greatest 
possible safety margin for her. In accor- 
dance with current medical knowledge it 
would be advisable to start with one of 
the combination pills containing 30 ug of 
estrogen. At the present time this amount 
of estrogen is the lowest dose required 
for 1eliable inhibition of ovulation im 
every cycle. One of the problems seen 
with the use of fow-estrogen pill u& 
a slight increase in the incidence of break- 
through bleeding, especially in the farst 
few months of use. The patient should 
be informed of these side-effects and 


only if they persist beyond 3 months 
should an alteration m the hormonal 
dosage be considered. Concetraceptive 


pills containing more than 50 ug of estr0- 
gen have been withdtawn (10m use m 
most national programmes. Since the 
usk of accidental pregnancy % likely to 
be higher when low dose pills are missed 
for one or two days than when one or two 
higher dose pills ate missed, the «mpor- 
tance of ‘1egular pill-taking should be 
emphasized to all patients. 


WHO Offset Publication No. 64, 1982 |- 


tampering with their bodies' natural function 
and why should not men and women share 
the responsibility of birth control, by using 
safer, less invasive methods. The swing back 
to condoms, diaphragms and _ spermicides 
in the developed countries will have its im- 
pact on the Pill sales of the drug multina- 
tionals. The spurt of activity towards increa- 
sing the level of Pill. consumption by Third 
World women should also be seen as part of 
the quest for markets and profits by drug 
MNCs. 


A word about advertising. The new 
Pill policy aims at roping in the private 
sector, using the help of drug firms to reach 
out to chemists and doctors through their 
network so as to increase Pill use and to 


promote "social marketing" °. We need to mo- 
nitor the promotional activity and literature 
envisaged ‘under this strategy. Examples 
from other Third World countries show the 


unethical extremes to which drug firms can. 


go while promoting their products, to both 
- doctors and the public. 


In Bangladesh, the Pill, with the apt 
brand name of Maya (illusion) is advertised 
to the lay public as a product which will 
"keep the woman in you alive _and young" 
besides improving the complexion’. The pro- 
motion leaflet: supplied to doctors omits any 
warnings of side-effects or precautions for 
use. Population controllers are very much in 
favour of non-medical distribution of the 
Pill and its sales promotion to the public. 
Malcolm Potts, for example’, notes with 
approval such consumer 


the Pill as "Minovlar: than’ .a 


costs less 


packet of cigarettes and is safer - see your 


doctor" and "Eat Anoblar, the edible contra- 
ceptive" in some South East Asian countries. 
Before the Ershad regime came to power, | 
_ remember seeing a Pill commercial on Dacca 
TV which was no different from the usual 
soap, cosmetic or soft drink ads. We not 
only have to investigate the nature of 
promotional literature being prepared in 
conjunction with the mass Pill drive but 
also be vigilant to prevent unethical promo- 
tion to our public through the mass media. 


So far one has seen the pitfalls in mass 
Pill promotion. Does the pro-Piil attitude 
mean that at least those who actively want 
the Pill will be able to readily get it? Not 
necessarily. The government's stress on steri- 
lisation of those whom the government con- 


Siders as already having "too many" babies. 


means that these mothers will. not be given 
the Pill even if they beg for it. As this 
example shows: Maimuna, a Bihari migrant 
in a Bombay slum has six children anda 
drunkard of a husband. Her eldest son is 
12, she is desperate not to have another 
child, refuses to have tubectomy because 
she feels she must wait for a few years to 
€risure survival of her children and... she 
‘wants the Pill. She is confident she will 
not "forget" to take it regularly and that 
she cdn consume it without her husband's 
knowledge. Her motivation is very strong, 


advertisements for — 
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BOX 15 


Indications 01 discontinuation of the 
Pill 


Medication should be discontinued 
uncer the following cktcumstances: 


- Suspended pregnancy; 

- Thtomboembokic disorders, such as 
thrombophlebitis, jpulmonaty embolism, 
cerebrovascular disorders, myocardial 
ischaemia, mesenteric thrombosis, 
and retinal thrombosis; 

~- Visual defects, partial ot complete, 
ptoptosis, diplopia, papilloedema, or 
ophythalmic vaseular lesions; 

_ - Severe headache of unknown . etiology 

“Ol MAGtane; . ie 

- Eptlepsy, % aggravated; 

- Migraine when requiring 

_ wrth vasoconstrictor; 

- Elective surgery; — 


treatment » 


- Jaundice; 
- Appearance of hypertensicn; | 
- Occurence of apparently hormone- 


1elated depression;and - 
- The woman reaching 40 years of age. 


but she has been refused the Pill. Women 
like her do not need spacing methods, 
they must accept ,.a terminal method. This 
being the policy, it is the ‘doctor who has 
abrogated the right to decide. what contra- 
ception. women like Maimuna may be allow- _ 
ed to use. So what she does now is to pray 
that Allah will keep her husband away with 
his drink and not enter her hut or bed. 


_ Pill policy is also affected by the incen- 
tives and monetary rewards given for steri-— 
lisation. At a Family Planning Foundation 
workshop in October 1982, one of the presen- 


tations was a review of a Karnataka study 
which revealed the negative attitude of 
PHC doctors and ANMs towards the Pill — 
(Hindu, Oct. 10, 1982). Some of these health 
personnel deliberately decry the Pill -to per- 
suade contraception seekers to accept steri- 
lisation, as a result of which they, i.e., the 
personnel, can earn motivation money as 

well as advancement in their career. 


And finally, the risk-benefit argument. 
It is the policy of population controllers and 
also the WHO to suggest that the health 
hazard factor, which is weighed so care- 
fully in the West, is not relevant to Third 
World countries where maternal mortality 
is high. We are told that in countries like 
India, the risks of child-bearing are far 
greater than the risks of hormonal contra- 
ception (one hears this argument in case of 
both Pill and injectables. -The scientific 
approach, however, would be to weigh the 
risk of one contraceptive against the risks 
of another contraceptive. One could thus 
assess whether the Pill is safer than, or less 
safe than, IUD, barriers, injectable and so 
on.: If the argument were contraception is 
safer than child bearing, one could still 
consider the statement for its logic, but one 
must ask: Why should only the Pill be pro- 
moted as safer than child-birth? Why not 


other methods? Keeping this in mind, con-. 


sider the following statement by Dr. D.N.Pai, 
who wants the Pill to be widely distributed 
in 567,000 villages by the non-medical com- 
munity: "Our pregnancy mortality rate 
of 300 per 100,000 is far higher than the 
pill's mortality rate abroad of 35 per 100,000 
in the West and widespread oral contracep- 


tive use will actually help save lives’." This 
is the sort of spurious argument women's 
groups have to counter especially because 


without scrutiny the argument may actually 
be believed by many people -_ including 
doctors, the editorial writers and the lite- 
rate public. 
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CON Dir 


Injectables 


Two injectable contraceptives, Depo 
Provera and Net-En are being used in a num- 
ber of Third World countries. They contain 
different types .of progestins, or synthetic 
hormones, and their ‘'advantage' over the 
Pill is that the latter has to be taken every 
day whereas one injection confers infertility 
for several months. Since injectables don't 
contain estrogen (one of the ingredients of 
the Pill), the estrogenic side effects of the 
Pill are avoided. However, menstrual irre- 
gularity is the major side effect of the in- 
jectable and when bleeding is excessive, the 
treatment frequently consists of adminis- 
tering estrogen. Therefore, the alleged advan- 
tage is often neutralised. 


The Health Ministry is poised to intro- 
duce Net-En very soon in the FP programme. 
Clinical trials have been going on all over 
the country under an ICMR_ programme 
initiated in the early 80s. Women's groups, 
and health groups like the Medico Friend 


Circle and the Drug Action Network, are_ 


opposed to the injectables experiment 
and its proposed introduction ‘in the FP pro- 
gramme. In Bombay, Women's Centre  focu- 
sed on the injectables issue as a topic for 
the International Women's Day on March 8, 
1985, and is currently mobilising to launch 
an all-India signature campaign. At the 
time of writing, Stree Shakti Sanghatana of 


Hyderabad, along with Saheli of New Delhi 


is preparing to file a stay order on the 
present trials which are being carried out 
without the informed consent of the sub- 
jects. In December 1984, five women's. orga- 
nisations of Bombay along with the’ MFC sta- 


ged a demonstration outside a closed-door . 


meeting organised by the FPAI to discuss the 
introduction of Net-En. The following is a 
slightly abridged text of Shree Shakti's peti- 
tion and explains why activist groups are ur- 
ging government not to introduce the inject- 
able: 

ICMR's unethical trial with the injecta- 
‘ble contraceptive, Net-En, flouts Helsinki 
declaration on human experimentation, vio- 
lates Article 21: 


Currently the ICMR is 


conducting 
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BOX 16 
Training of personnel 


Tle training given to personnel who 
wil be responsible for providing imject- 
able contraceptives in any FP system 
must ensure that the participants: 


- understand the concepts and rationale 
of FP; 

are capable of deserbing the, different 
contraceptive methods available and 
theiz usks and benefits; — 

identify the cases that present a contra- 
indication to the use of the-imjectable 
contraceptives ot special problems that 
require medical intervention and/or 
SUPIVLSL0N; 

know how to instruct the women effec- 
tively on the expected side-effects 
and on the need to retuin for follow- 
41010; 

recognise the complications and make. 
necessary 1eferrals; | 
maintain basic 1ecords f01 management 
0f patients and ptogtamme evaluation. - 
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Phase IV of a clinical trial. with the injec- 
table contraceptive Net-En. (norethisterone 
oenanthate). The study was started in August 
1984 through 45 PHCs attached to 15 medi- 
cal colleges in different parts of the coun-. 
try. A total of 2,250 women are to be 
covered by this experiment. Earlier, Phase 
Ill had covered 1,553 subjects in 1983 


while the. initial 1981-82 pilot. study of 


. ICMR had enrolled 2,602 women. This experi- 
‘mentation with a _ hormonal 
drug on several thousand Indian women is 


contraceptive > 


unethical and unsafe and should be stopped | 
immediately. 


No informed. consent 
The experiment is being conducted without 


the informed consent ‘of the women recrui- 
ted for the trial. The drug has not- been 


approved for general contraceptive use in 
either UK or USA. The WHO scientific 
he convened in 1977 to review neoplasia 
cancer) and steroid contraception concluded 
that "there are no adequate data from 
Studies in women to assess whether proges- 
togens used as contraceptives in the form of 
progestogen-only pills. or as injection :have 
any effect on the risk of neoplasis." (Memo- 
randum from a WHO meeting -in October 
1981 reprinted in Bulletin of WHO, 60(2): 
199-210, 1982). It is not conclusively proved 
that the drug is not cancer producing. 
‘The drug's immediate side-effects are un- 
pleasant in the countries where it is being 


discontinuation by Indian women recruited 
for the ICMR trial. These recruits come 
from among the most deprived, illiterate 
sections of society. Women seeking abortion 
are also recruited for this trial, their parti- 
Cipation being spelt out as a _ condition 
for getting MTP. This attack on human 
Tights must stop. 


tled to knowledge of, and access -to, safe 
birth control. The women who are receiving 
the injectable in the current trial are not 
given a chance to make an informed choice. 
Nor is their consent to participate in the 


guidelines laid out by WHO's 1964 Helsinki 
Declaration (later revised at the World 
Medical Assembly, Tokyo, Japan 1975). We 


to vouch for this. 


Members of .Stree Shakti Sanghatana 
visited Patancheru PHC near’ Hyderabad 
where on April 1, 1985 a 'camp' was organi- 
sed to inaugurate the injectable experiment. 
This PHC has ‘been selected by the Osmania 
Medical College for the Phase IV trial. The 
_ para-medics we spoke to said that they had 
been assigned the task of ’ procuring 20 
recruits for the trial from the nearby areas. 
They told us that if they had informed:any 
of these women that they were subjects 
of an experiment or that there were possible 
side-effects, no one would have volunteered. 
The women who assembled that day at the 
PHC were from the poorest class. They told 
‘us that the only information they had been 


tried out, and has been a major reason for 


We believe that every individual is enti- ~ 


trial informed consent as spelt out in the 


have the evidence of our, own eyes and ears— 
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given was: "Injection le lo, bachcha . nahin 


hoga." 


We believe that by experimenting on 
Indian women with the injectable contra- 
ceptive, the ICMR is only serving the in- 
terests “of the West German ‘drug firm 
Schering A.G. This is a subsidiary agency of 
German Remedies and some of their well- 
known products are Anovlar-21, Colsipar, 
Cumorit Oral, Testoviron and so on, most 
of which are hormonal preparations. The 
promotion of Net-En is part of the larger 
Pprernicious practice of Western multina- 
tionals which are dumping in Third World 
countries’ products that are banned o: 
heavily restricted for use by their own 


. governments. 


History of NET-EN 


Schering began. clinical trials of Net-En 


in 1957. The first major field tria!s were 


conducted in Peru and’ in 1967 the drug 
under the brand name ot Norigest went on 
the market in Peru. It was witndrawn in 
1971 and field trials suspended after pitui- 
tary and breast nodules were tound’ in 
experimental rats. Although WHO norms re- 
quire that safety be demonstrated in a ro- 
dent model, Schering conveniently decided 
that the findings in rats were no, appli- 
cable to human beings and the drug went 
back on the market 


Today Net-En is commercially marketed 
as Norigest, and as Noristerat when supplied 
to donor agencies. Although it is known to 
be '‘available' in at least 35 countries, 
it is not clearly known in how many coun- | 
tries it is 'approved' for use. Clinical trials 
with Net-En are going on in several Third 
World countries. However, it is significant 
that in none of the advanced countries, - 
which have stringent safety standards 
and where there exists a vocal health and 
consumer movement, is Net-En or Depo 
Provera (the two major injectables) allowed 
for long term .contraceptive use. On tbe 
other hand, there is enough documented 
evidence that injectable contraceptives have 
been used in some advanced -countries 
in a racist way on coloured immigrants and 
other disadvantaged sections. 


Side effects 


The most common side-effect is mens- 
trual irregularity which is also the most 
commonly observed reason for discontinua- 
tion. The irregularity occurs In _ several 
forms: unpredictable bleeding, spotting, fre- 
quent and heavy bleeding, and sometimes 
amenorrhea or absence of bleeding. Besides 
being extremely disruptive of working life 
and hard to cope with for labouring women, 
all these conditions are totally unacceptable 
in the Indian cultural mileu where menstrua- 


tion is associated with ritual pollution. More. 


importantly, excessive bleeding is a serious 
problem in a country where anaemia In wo- 
men is a major disease. The ICMR's own 
study has shown evidence of liver damage 
which again 1s a serious Contra-indication. 


Among the side-effects which are known 
to occur but are being dismissed as 'unim- 
portant! are dizziness, headaches and weight 
gain. 


Cancer risk 


According to WHO, the cancer causing 
effects of Net-En are not fully known. This 
is of course the: main reason why the drug 
is not approved for use by white women in 
the advanced countries. 


conducted in different countries (India 
is one) to assess the cancer risk. This 
means that the women being recruited 


for Net-En trials are guinea pigs for deter- 
mining the long-term safety of Net-En. It 
will be recalled that in the 50s the oral 
contraceptive was extensively tried out on 
the poor, illiterate Puerto Rican and Mexi- 
can women, to assess its side effects 
as well as its required dosage before the 
pill could be declared safe for women in 
the advanced countries. The trial with the 
injectable in the Third World countries is 
following a similar pattern. 


Return of fertility 


The WHO has said that since return of 
fertility after discontinuation has not been 
clearly proved, "women who do wish to 
have children later should be advised to 
‘ise. another method." (Memorandum from 


Studies abe@mpeing . 
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" ing 


WHO meeting 1981 Bulletin of WHO 60(2) 
199-210.) (One of the women who was 
brought to Patancheru was young and hadn't 
yet had a baby.) In the Indian context, where 
there is a high rate of infant mortality, the 
risk of possible infertility is an unaccepted 
risk - especially among that class of women 
who are recruited for the trial. 


Effects on progeny 


It is well documented that such steroids 
are excreted in the breast-milk. It has— 
therefore been recommended that mothers 
who breast-feed infants should not be given 
these steroids till six months after delivery. 
But women in India breast-feed upto two 
years after delivery according to studies 
conducted by the National Institute of Nutri- 
tion. Also, there is no information on the 
possible effects of progestogens on hypotha- 
limic and liver function in the neonate. The 
WHO also gives a list of other serious contra-_ 
indications, and says that a careful screen- 
of prospective acceptors is needed 
to identify women at risk. In an atmosphere — 
of general indifference towards patients — 
within the present medical set-up, we — 
fear that women at risk will not be properly : 
screened out while being recruitedfor the — 
trial. (One of the women at Patancheru had 
a two-month baby in her arms. Considering 
the manner in which she and others. were 
brought there in the first place, we have 
serious misgivings about the safety with 
which the trial is being carried out.) © 


Why an injectable? 


It is often argued that women themsel- — 
ves want an injectable contraceptive since 


it need be taken only once in two or three 


months and can be taken without the know-_ 
ledge of husbands and families. Even if 
women want an injectable, the government 
has no right to promote a drug unless it 


is established that it is totally safe. Doctors 


in favour of injectables argue that since 
all contraceptives have side-effects, why - 
only oppose the injectables. The answer to 
this is that a woman who decides to accept 
the risks and side-effects of a particular — 
contraceptive. must be given a _ chance to. 


make an informed choice and should be 
full information on the possible risks that 
she chooses to accept. This criterion is 
not being fulfilled at the current time. We 
Oppose the pushing of any contraceptive 
method, be it IUD, Pill, injectable or tubec- 
tomy, where women may be lured by incen- 
tives, not given adequate counselling, do 
not receive supportive care for the problems 
caused by the method accepted, and are 
generally seen only as specks in the columns 
of statistics which go to make up the FP 
"performances' of a particular state, or 
nameless numbers adding up to this or 
that health personnel's 'quota' or 'target'. 
It is true that IUDs, Pills and even tubec- 
tomy have side-effects. The answer is to 
make the use of current methods safer 
through better medical research and medical 
care rather than introduce one more hormo- 
nal method which not only has side effects 
but has many more long-term question 
marks against it. 


given 


Potential for abuse 


It is easy -to see why the government 
is eager to introduce injectables. From 
active decision makers (regarding contracep- 
tive choice) women can be rendered into 
passive recipients, especially in a_ milieu 
where anything coming from a needle is 
equated with "good medicine." Women cannot 
"forget' the injectable like they can forget 
the Pill. Nor throw it. away if they can't 
tolerate its side-effects. Nor -can it be pulled 
out like an IUD if. it causes infection and 
bleeding. 


The injectable ensures transfer of control 
from the hands of the user to the hands of 
the health personnel who wield the syringe. 
The possible scope for abuse in a system 


where health personnel are pressurised to 
achieve targets is tremendous. There is 
recorded evidence of similar abuses in 


the past when different methods were ‘push- 
ed' at different points of time - in particu- 
lar, abuses in IUD promotion and sterilisa- 
tion are well documented. Women receiving 
an injection need not even be told that it 
is a contraceptive drug that they are getting. 
Infact this kind of abuse of the injectable 
has been widely documented in UK where 
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-absence of counselling, 


BOX 17 
Facts about Net-En 


Net-En is administered as an oily prepa- 
vation by intramuscular injection. Its 
contraceptive action appears to include 
inhibition of ovulation, premature luteoly- 
sis when ovulation occuts and progesto- 
genic esfects on the cerwical mucous. 
Effects on tubal function and the endor- 
nettium may also be involved in reducing 
fertility. It is most effective in prevent- 
ing pregnancy when administered every 
60 days for the first four injections over 
a petod of six months, after it may be 
given either eve 60 days or every 
84 days. Doubts that have been expre- 
ssed regarding the safety and appropriate- 
N2ss of an injectable hormonal contracep- 
tive 01 widespread use are related to 
their possible carcinogenicity, impair- 
ment of future reproductive function, 
adverse metabolic effects, potential tera- 
togenicity and other possible adverse 
epgects on the progeny as a result of 
exposure ether in utero 0% via breast 
mdk. | 


4 
| 
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the recipients have invariably been poor, 
coloured women. 


The ICMR's own study strenghtens our 
fears in this issue. The circular to medical 
colleges selected from the Phase IV trial 
refers to high discontinuation rate during 
Phase Ill. The ICMR's own deduction is 
that the women discontinued because of the 
lack of educational 
given the subjects and "very 
casual behaviour of clinical staff." When 
the disastrous IUD drive cf the 60s was 
evaluated, the same reason was revealed - 
lack: of back-up medical care - for the 
rejection of the IUD and its fall in popularity 
after the initial spurt. 


material to 


Repeating past mistakes 


‘invasive' 


No programme promoting an 
: Pill 


contraceptive method (like injectable, 


or IUD) is safe or acceptable without sympa- 
thetic medical care. Women in this country 
do not get even minimum primary health 
care; they still have no access to safe obste- 
trics or safe abortion. This being the case 
they are not likely to get adequate counsell- 
ing in a high-pressure contraceptive injecta- 
ble programme. 


The pre-conditions which did not exist 
in the 60s for a safe IUD drive do not exist 
even today in the 80s for a safe injectable 
trial The ICMR has no right to continue 
repeating its past mistakes at the cost of 
the health ofthis country's women. 


In addition to all the above arguments, 


it is important to place this issue of the 
injectable trial in the broader perspective 
of people's control over the technologies 
that affect their lives. And this is what 
Article 21 of the Constitution is all about. 


_ Shroud of Secrecy 


Ever since 1983, after the first ICMR 
press release on Net-En, women's groups in 
this country have been trying to get hold of 
more information about the trials. They have 
systematically been denied access to the 
relevant documents. The two ICMR _ docu- 
ments quoted in this article were procured 
with great difficulty - one from a_ highly 
specalised scientific journal’ and the other 


from friendly hospital sources. The object of 


such excltsive control by the medical autho- 
riti€és appears to be to prevent any informed 
public debate on the appropriateness of the 
contraceptive research policy. For too long 
have the people inthis country been told 


that expert knowledge can be understood 
by experts only. | 


It is a basic right of the people of India 
that information affecting large sections 


of the public be demystified and made - 


available to all sections of the community. 


(The petition then goes on to question the 
rationale of using women as targets of 
FP since 1977, the intensive research on 
various femalé methods of contraception 
being carried out without informed con- 
sent and the fact that women and women's 


Nnatories 


‘In 


groups have no say in the decisions regard- 
ing any of these policies. See also” chapter 
on Human Guinea Pigs for box item on 
‘Ethics of Experimentation' extracted from 


this petition.) 


Among the grounds cited for filing the 
petition are: the injectable should not be 
administered without making public all 
the information regarding the drug; the autho- 
rities have no right to initiate an injectable 
programme without adequately equipping 
the rural and urban health centres and provi- 
ding adequately trained staff for follow-up 
care; the experiment with the injectable 
violates women's fundamental rights under 
Article 21. The petition also states that the 
respondents "despite their knowledge of the 
dangers inherent in ‘the drug have willingly 
agreed to undertake these trials that have 
and will produce havoc in the lives of thou- 
sands of women who are being experimented 
upon .... Population control may be one 
of the laudable objectives but while implemen- 
ting it the governmental agencies have no 
authority to violate human dignity or the 


-right to be informed or the right to a healthy: 


woce he 


The respondents cited in the _ petition 
are: Union Ministry of Health, ICMR and 
AP State Ministry of Health. The principal 
petitioner is Stree Shakti and six other sig- 
include five prominent doctors of 
Hyderabad and one journalist (this writer). 


Since 1983, many articles have appeared 
the media highlighting the implications 
and politics underlying the pushing of injec- 
tables. Among the literate public, therefore, 
a fair amount of awareness is likely to 
have been created. However, the targets 
of the injectables programme do not belong 
to this section and hence the need for wo- 
men's groups, civil liberties organisations 
and health activists to take action on behalf 
of the uninformed subjects. This is why pub- 
lic interest litigation seems to be the only 
way to tackle the problem. (For further 
reading see: MFC Bulletin, May 1985 and 
Sunday Observer April 14, 1985 for articles 
by Padma Prakash and Eve's Weekly July 6, 


(1985 for this writer's report on the campaign 


against Net-En.) 


dQ 


In addition to the issues detailed in the 
petition some further facts also are relevant. 
Ammu Abraham of Women's Centre writes!: A 
case has been registered in Bombay High 
Court against the Drug Controller of India 
and the Union of India by one Dr. C.L.Jhaveri 
for being refused licence to import Depo 
Provera from Belgium where the Upjohn 
company has a plant. Jhaveri is Chairman of 
'The Indian Association of Fertility and Steri- 
lity' and runs a family planning clinic in 
Bombay. He applied for licence to import 
a limited quantity of Depo in its injectable 
forrn for the purpose of ‘examination, test 
and analysis." He argues that denying him 
the licence, when the government has not 
eyen issued a notification banning the drug, 
on the basis that the Drug Controller has 
'with-held his approval' smacks of arbitrari- 
ness and that his fundamental rights under 
Article 14 and 19(1)(g) of the Constitution 
have been violated. 


"The Women's Centre, Bombay and 
the Medico Friend Circle had applied to be 
made respondent parties to the _ petition. 
On February 12, 1985, the application was 
accepted. They have argued that Jhaveri 
intends to use Depo on women for family 
planning purpose and not for examination, 
test and analysis. Dr. Jhaveri has been an 
ardent advocate of Depo-Provera and had 
organised a press conference in 1984 to 
propogate its use in the FP programme. If 
Jhaveri is allowedto import the drug, then 
any generai practitioner anywhere in India 
would also be allowed to do the same." 


Clearly the. Drug Controller's failure to 
issue a proper notification offers scope for 
litigation and ambiguity. It may be mention- 
ed that Depo has indeed been used by certain 
non-government health centres in India. 
Dr. Hari John of Deenabhandhupuram has 
admitted to offering the drug to women 
coming to her health centre in Tamil Nadu 
and at an_ international women's health 
meeting in Geneva in 1981 had defended its 
use saying that women in India who are 
oppressed by the patriarchal family need a 
contraceptive which can be ,used without 
the knowledge of their husbands One question 
is, how does Dr. Hari John procure the drug 
when its import is illegal, and surely her 
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BOX 18 
Other long acting progestins 


Apart from injectables/like Depo and 
Net-En, medical researchers are working 
with other 'tong acting’ hormonal methods 
using progestins. These include: hormone- 
releasing IUDs, implants placed under 
the skin, vaginal rings and once-a-month 
oral pills. | 


*Natural and synthetic progestins were 
fist added to 1UDs in the early 19705. 
These release progesterone daily and 
remain effective for ahout a year. Their 
advantages over non-hotmonal IUDs are 
fess mensttual bleeding and less painful 
mensttuation. Their disadvantages are 
higher cost, need for yearly replacement, 
spotting and more ectopic pregnancies. 


*Implants consist of silastic 1t0ds o1 
capsules inserted under the skin, which 
‘Atowly release a progestin. Menstrual 
viegularity has been noted by users. 


*Vaginal ung which release hormones 
are of two types: 


1. Ovulation inhibiting ings which can 
be used for three weeks followed by 
removal for one week. Each ting may be 
used for six months. 


2. Low-dose tings which do not prevent 
ovulation but make cervical:mucus impene- 
trable to sperm. They can be used for 
sevetal months without intertuption. Rings 
are sometimes expelled and may be un- 
comfortable to either ot both partners 
during intercourse. 
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using it on Indian. women is also illegal? The 


perhaps at Dr. Hari 
John's centre she ensures informed choice; 
even assuming that this is so, how can a 
similar informed choice be ensured under a 
nationwide FP programme which has a bad 
track record in the manner in which it 
has pushed all earlier contraceptive methods? 


second question is: 


It is learnt that the ICMR did plan to 
start trials with Depo in the 1970s. Perhaps 
the raging controversy over Depo In the 
West and its documented abuse in various 
Third World countries made it a risky ven- 
ture which was bound to be questioned by 
activists in this country. According to one 
ICMR woman doctor, who was on the commi- 
ttee to decide on Depo, she had strongly 
opposed the use of Indian women as guinea 
pigs. She had taken one experimental shot of 
the drug herself and had experienced severe 
menstrual chaos for about a year afterwards. 
It is not surprising that this scientist was 
not included in the new committee which 
eventually decided on the Net-En trials. 


Regarding Depo, there has been much 
pressure on the authorities in USA and UK 
by the world population contro! establish- 
ment to formally license Depo for contracep- 
tive use so as to circumvent the accusation 
that a drug banned in these countries is 
being promoted elsewhere. Depo is widely 
used in Africa and in Thailand. In 1984, the 
US FDA reviewed all the available studies 
and decided that there was no _ evidence 
that Depo is safe for long-term contracep- 
tive use“. In UK, however, after much de- 
Bate, the Health authorities succumbed and 
agreed to license Depo for long-term use. 
However, several restrictions were imposed 
as a response to campaigning by women's 
groups and health groups’: Depo is to be con- 
sidered only as a last resort method, to be 
recommended only to women for whom 


BOX 19 
Annexe I 


Checklist for auxiliary workers for the 
prescription of injectable contraceptives 
to eligible women 


Check the following by history and exa- 
mination: — 


Yes No 


Above 40 years of age “a Ae 
Above 35 years of age anda ime ee 
heavy smoker 


Seizures i fi eee 
Severe pain in the calves or i Soe 
thighs 

Symptomatic varicose veins N ~... sy 
the legs ' 

Severe chest pains - ss 
Unusual shortness of breath “<a che 
after exertion : 

Severe headaches and/or visual ... * 
disturbances 

Lactating (Yes - for fess than... Ss 
6 months) | 


Intermenstrual bleeding and/or a ae 
bleeding after sexual inter- 


COUTSE : 

Amenorthoea > a ss 
Abnormally yellow skin, eyes oss ec 
Blood pressure (Yes = above on a. 


140 mm Hg (18.7 kPa) systolic 
and/or 90 mm Hg (12 kPa) 


no other contraceptive is possible or accep- diastolic) 
table. Second, women are to be informed of Mass in the breast see eee 
the potential side-effects and long-term Swollen legs (oedema) oe 

risks to health before they accept the injec- | 

tion. Third, Depo should not be used immedia- —~-| - /nsttuctions 


tely after pregnancy because of the risk of 
increased menstrual bleeding. Fourth, women 
who are breastfeeding should not use Depo 
for at least six weeks after they begin breast- 
feeding. "Abuses of the drug were a!so ack- 
nowledged, yet no effective means of combat- 
ing these were suggested", says the ICASC, 
and adds: "Considering that Minister of Health 
nad refused to grant the licence 18 months 
earlier and that the only new information 
about the drug at the public hearing came 
from: women, . iN Opposition to the licence, the 
reversal of the Minister's decision can only 


we 


Ig all the above are negative, the 
woman may be given injectable conttra- 
ceptives. 14 any arte positive, she must 
fist be seen by a doctor: 
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ebe described as a_ sell-out 


to heavy inter- 
national pressure. : 


Postcript: 


In Dr. Kakar's book, Women and Family 
Planning (1984) he has recorded case studies 
of women who chose the IUD, Pill or Injec- 
table at government FP clinics after they 
were given a "balanced presentation" of the 
three methods. {Women opting for the injec- 
table were, however, not told that it is an 
experimental method which is not yet appro- 
ved for general use.) Out of 34 "injection 
adopters" 25 had discontinued within a year. 
The case studies of "discontinuers" all cited 
unpredictable or prolonged bleeding as 
reasons. Some mentioned that husbands 
were dissatisfied with the method because 
of denial of sex during days of bleeding and 
one woman is quoted as saying that she 
feared marital problems as a result and 
hence discontinued. Thus, the argument that 
women can use injectables without their 
families knowing seems to be of doubtful 
validity. Further, menstruating women obser- 
ve segregation and it 1s difficult to under- 
stand how women with unpredictable bleed- 
ing can hide the fact from the rest of the 
family or deny that the irregularities are 
caused by the injectable. In the ICMR's pilot 
study on 2,600 women, 68 per cent had drop- 
ped out at the end of 24 months of which 
40 per cent discontinued because of mens- 
trual disturbances. 
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IV. Women and FP: 
further issues 


The previous two sections show how popu- 
lation contro! ideology has resulted in aggre- 
ssive promotion of different contraceptive 
methods with consequent abuses and attacks 
on health and human rights. The pre-occupa- . 
tion with achieving a drastic ‘fall in birth- 
rate has had its impact in other areas too, 
which will be discussed in this:third section: — 
methods of contraception which are not 
'invasive' and can be controlled by the users 
have not been encouraged; contraceptives _ 
not approved for use in rich nations are 
being extensively tried out on the disadvan- 
taged sections in the Third World countries; 
the selective abortions of female foetuses 
is tacitly encouraged because it will keep 
the numbers down; women's right to birth 
control is subordinated to the goals of state 
policy and the authority of patriarchal reli- 
gious leaders; high technology is being deve- 
loped to prevent births, but safe child-birth 
is still beyond the reach of the majority. 
The media and text-books are being co-opted 
to spread the ideology that the poor are 
poor because they are too many and this 
is preparing the way for coercive FP progra- 
mmes of the future and the introduction of 


unjust disincentives which will encroach on 
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women's rights to maternity and other bene- 
fits. ' 


Areas of neglect 


Official FP policy in India and elsewhere 
tends to underplay the potential, and over- 
emphasise the shortcomings, of male contra- 


ception, barrier methods for women, and 
Natural Family Planning (NFP) involves 
recognition of, and abstinence during, the 


fertile phase. In India, although promotion 
of condom and vasectomy services do form 
part of the FP programme, there is compa- 
ratively much less emphasis on male contra- 
ception, while NFP and barrier methods for 
women are hardly ever spoken of or heard 
* about. 


Male contraception 


After the 1977 election debacle, which 
has been directly attributed to the forced 
vasectomy camps of the Emergency days, 
the stress in sterilisation has been on women. 
Throughout the country male sterilisation 
is readily available but poorly utilised. 
The continued absence of promotion of vasec- 
tomy on the part of the government in 
the post-1977 period has obvious political 
reasons and the backlash is seen in the moun- 
ting pressure on women as the almost exclu- 
sive "targets" in FP programmes. (See also 
chapter on sterilisation). 


It would be useful at this juncture to 
examine the larger international background 
on this issue of male.responsibility in family 
planning. The picture which emerges reveals 
the utter lack of interest among the authori- 
ties to aim their FP messages and progra- 
mmes at men. 


One of the findings of the First Inter- 
national Conference on Vasectomy at Sri 
Lanka in 1982 was that FP personnel too 
often assume that men will not accept 
vasectomy for cultural or psychological 
reasons . A major reason for the worldwide 
decline in vasectomy is the lack of interest 
among FP providers who are usually trained 
in maternal and child health. Hence, there is 
a need for male-oriented vasectomy centres 
where men feel comfortable and free to 
have their doubts and fears dispelled. It 
has also been found that when FP programmes 


do emphasise information and services for 
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men, many men are indeed willing to share 
in FP and will choose the permanent method 
of vasectomy if good services are available, 
(it is worth recalling here that just as the 
IUD got discredited because of poor follow- 
up care, vasectomy too has fallen into dis- 
repute not only because of coercion but 


also because of cases where sepsis and 
even death have occurred as a result of 
careless and indifferent handling.) 

Two examples from abroad offer some 


pointers to the demands we should make in 
India. In Latin America, where vasectomy 
was earlier not widely accepted, two pro- 
grammes specially launched to promote and 
provide male services met with good posi- 
tive response. And in Hong Kong, a major 
campaign has been launched to promote 
male participation and responsible fatherhood 
using a he-man image to 'sell' vasectomy 
as being perfectly compatible with virility. 
While the impact is yet to be fully evaluated, 
these examples show that governments 
can, if they want to, reach out to men cons- 
tructively and imaginatively. 


At the Sf Lanka Gonmmérence, the @point 
was made that strong leadership is needed 
by prominent national figures committed to 
male responsibility in birth control. Feminist 
writer Perdita Huston too makes this and 
another point in her article, "Who should 
talk to whom?", where she says that often 
women keen on contraception are thwarted 
by macho husbands.’ She writes that men 
need to be convinced not only that contracep- 
tion is good for their wives but that they too 
have a duty in sharing this responsibility of 
birth control. For which, "both male leader- 
ship" is needed, leaders who will "dare" to 
use their persuasive powers to change male 
attitudes. Needless to add, our local male 
leaders have so far confined themselves to 
talking only of population as a 'problem' and 
of the benefits to maternal and child health 
that will accrue from family planning. Fa- 
thers are nowhere as yet in the picture. 


Barrier method 


At a meeting in Hyderabad in March 1983 


. 
———EES——e 


BOX 20 


Role of men in FP 


In the US, as recently as the early 604, 
only a few thousand vasectomies were per- 
formed annually. Then a trash of adverse 
publicity appeared about the health effects 
of oral contraception. About the same 
time, a number of popular magazines pub- 
lished articles allaying some of men's 
feats about sterilisation. All this coinci- 
ded with efforts on the part of many 
women to encourage greater male 12sp0n- 
sibility in fertility control. The result was 
a quantum leap m the number of vasec- 
tomies. Then simpler surgical techniques 
for female sterilisation were developed 
and now vasectomies account for less than 
halh of all stertisations in the US. 


R.J. Ericecson, an early pioneer in male. 


“eproductive studies, poimts out: "Male 
contraceptive reseatch has a dismal past. 
For the most part, the brightest workers 
avoid it and those who do work in the 
area are looked on as rather strange fel- 
lows." When Ericecson wrote these words 
in 1972, govetnments and pharmaceutical 
firms were concentrating on well-known 
female methods that offered the promise 
of cheap marketable contraceptives ma 
short period of time. The bias dates back 
to FP pioneet Margaret Sanget who encou- 
rated doctors to develop female contra- 
ceptives to helo women gain control 


over their fertility. Of the people who 


visit bitth control clinics in the US, less 
than one per cent each yeat ate men. 


Many couples understandably weigh the 
effectiveness of the birth control method 
they are considering against the health- 
risks connected with its use. In the light 
of these concerns, the condom 0% the 


conglict 


- diaphragm, often used in conjuction with 


a spermicide is an increasingly attractive - 


contraceptive option: neither poses a 
threat to the health of the user. Studies 
by Christopher Tetze of the Population 
Counctl indicate that short of sterilisation, 
the condom or the dianhiagm, backed 
by legal abortion performed early im 
pregnancy 14 the safest means of FP. 


Ultimately men will change them ways 
onty 4 society expects more of them. Strin- 


gently enforcing child support flaws wall 


make men feel more directly the economic 
costs of having children. And eliminating 
the legal distinctions between children 
born in and out of wedlock would equalise 
ughts of inheritance and support. 
Patadoxically, feminism can come im 
with greater male involvement 
in beth control. Women, at least in indus- 
tual countues, have long struggled to gain 
conttol they now have over their fertility. 
The use. 06 modein female contraceptives 
has been a cornerstone of thts movement. 
At the same time, some women have 
loudly demanded that men take more 
responsibility 401 contraception and that 
a mate pill be developed. But as men fi- 
nally assume a more active tole in FP, indi- 
vidual women are going to be asked to 
trust someone who says he has had a 
vasectomy ot has taken a birth control 


. pill Many may find they are reluctant to 


once again place them fate m a man's 
hands. In casual sexual relationships, women 
may always want to take sole responsibs- 
lity for protecting themselves against. 
unplanned pregnancy. 


- Condensed ftom Worldwatch Paper 41 by Bruce Stokes (Science Today, March 1981). 


when members of the Indian Womens' Scien- 
tists' Association met to discuss the implica- 
tions of the government's proposed mass 
pill programme, several doctors commented 
on the total absence of emphasis on barrier 
methods in the official FP programme. Some 
doctors, who are perturbed by the increasing 
stress on hormonal methods like the pill, 
injectables and implants, have called for 
a revival of attention to barrier methods 
like the diaphragm, cap, spermicides, and of 
course, the condom. In the Indian context, 
we need to consider the lesson from abroad 
regarding the use of barrier methods to deter- 
mine what should be the demands of women's 
groups. 


First let us look at the trend in the deve- 
loped countries. Barrier methods are gaining 
in popularity both because of concern over 
the side-effects of the pill and the IUD and 
because many FP associations are, campaign- 
ing for men to participate in birth control. 
However, the initiative in promoting dia- 
phragms and caps comes more from women's 
health centres than from clinics run by 'medi- 
cal' personnel. For example, Jill Rekusen 
writes’ that some medical colleges in the 
West no longer teach students to fit these 
devices. Some doctors discourage barrier 
methods because it takes time to fit them 
properly while a pill needs only a quickly wri- 
tten prescription. In contrast, there is the 
example of a feminist health clinic in New 
Hampshire (USA) where not only has interest 
in the cap been revived, but it. is also being 
promoted by satisfied users, who run the 
clinic, who have themselves tried 
found it- acceptable’. (See also last chapter, 
By and For Women: A US examiple.) 


According to Dr. Elizabeth Connel, re- 
cent studies in the US show that the safest 
form of FP is use of a barrier method, back- 
ed bv early suction abortion if failure oc- 


cur§.5Me says that if barrier methods 
are publicised their use will increase and 
that people need to be told that these 


methods can be effective if used properly 
and consistently. 


In India it is often argued that barrier 
methods are not feasible because they need 


mm and « 
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privacy and that illiterate women cannot be 
taught their use. How valid is such a conten- 
tion? - this is what needs to be tested. Con- 


sidering that primitive contraception in 
‘traditional societies consisted of various 
homemade vaginal barriers, we need to 


investigate the truth of the assertion that 
use of modern barrier methods cannot be 
taught and learnt. Does such an assumption 
have enough basis? It is true that problems 
of hygiene will exist in homes where no 
facilities for washing exist. But what about 
foaming tablets which can well be used even 
in such settings? In some countries like 
Egypt, Bangladesh and Nepal, this spermici- 
dal method is included in a social marketing 
programme but there is no mention of it in 
this country. According §t® one studgwamin 
India, the method was found acceptable 
in some villages because it needs less pri- 


vacy than the diaphragm and jelly’. However, 


it is pointed out that there is not enough 
data on the problems associated with its 
use. Thus, there appears to be a total lack 
Qf initiative in offering and promoting poten- 
tially useful barrier methods, or in conduct- 
ing research on their use. 


It is generally found that FP programmes 
in developing countries have been reluctant 
to promote vaginal methods’. Both providers 
and users of FP services know little about 
these and assume that they are unacceptable 
and ineffective. However, it is interesting 
to know that a Mexican women's group, 
CIDHAL, which has been campaigning for 
a supply of diaphragms, has found that 
even women from lower socio- economic. 
classes have been able to use them satisfac- 
torily . It is relevant to note here that be- 
cause of the overall class bias of FP pro- 
grammes, which are primarily aimed at 
curbing the birth-rate of the poor, barrier- 
methods (other than the condom, which 
needs no medical fitting) are in practical 
terms not easily available even to. those 
women in the middle and upper socio-econo- 
mic strata, who would be able to use them 
as effectively as their Western  counter- 
Parts. Since 1983 a vaginal sponge, which 
needs no prescription or medical fitting, has 
been introduced in UK and USA. It could 
well be used by those Indian women who can 


BOX 21 


Current research 


*Although the condom and vasectomy are 
the only available male methods, newspa- 
pet @ports periodically mention various 
other methods of male contraception under 
trial: An extract 410m cotton seed called 
gossypol, a pill based on "cyproterane ace- 
tate," a synthetic hormone called LHRH, 
and a new method of sterilisation being 
tested in China which involves no surgery 
“but only an injection. Since the problem 
with invasive male methods is not only a 
question of persuading men to accept them 
but also a question of their effect on 
sexual potency, wn the foreseeable future 
male contraceptive research is Likely to 
remain literally a subject of academic 
interest only. Hence the need to promote 
wider acceptance of existing male methods. 


*The Malaysian FP Boatd has called 
for more information and availability of 
spermicides because: they have no serous 
side-effects, they can be easily obtained 
and do not need medical preserption, 
they ate convenient to use, and they give 
some protection from sexually transmitted 
diseases. The report says that spermicide 


afford it. But is it ever likely to be intro- 
duced in this country? 


Natural family planning 


In India, studies by Dr. Kathleen Dorai- 
raj’ found that the "modified mucus" method 
for birth-control is acceptable to and work- 
able even among illiterate women in slum 
areas. (Basically the method consists of 
examining the cervical mucus daily, identi- 
fying the fertile days before and after ovu- 
lation and practising abstinence on those 
days.) All over the world, population con- 
trollers as well as the medical profession 
are sceptical about NFP and belie: it to 
be a method with a high failure rate. Alth- 
ough NFP has been widely promoted by Chris- 
tian . groups, which oppose other forms of 
contraception on religious grounds, in recent 
years, feminists in the West have also begun 


use is minimal in Asia and calls for commu- 
nity-based and social marketing progiammes 
in 17 Third World countres. , 


- (quoted in ICASC newsletter No. 12/13) 


*Reseatch is going on to develop various 
practical ways of recognising when ovula- 
tion takes place so as to identi,y the 
fertile perod: a test to detect the pre- 
sence of an enzyme in the cervical mucous 
just before ovulation; an electronic tempe- 
ratute t1ecording device which indicates 
the fertile phase; measutirne blood flow 
in the finger-tips bymeans of a photodetec- 
tor which wilh indicate the variations be- 
fore ovulation; saliva test to monitor 
changes prior to ovulation etc. All these 
have been reported m the newspapers and 
the search is towards perfecting a fertility 
guide which women can use not only to 
avoid conception but also, more positively, 
to plan 01 conception. NFP is thus des- 
cubed as playing a r0le in helping the 
childless also to conceive. 


to turn to NFP as a method which gives 
them total control over their bodies, free- 
dom from invasive birth-control as _ well 
as manipulation by the drug industry and 
medical profession. 


NFP needs to be taught patiently by com- 
mitted teachers, which practically rules it out 
in a callous, conventional FP programme. In 
1982, an ICMR team which evaluated an NFP 
programme by Mother Teresa's Missionaries 
of Charity in Calcutta slums said the 'perfor- 
mance! was ‘remarkable’ and that going by 
this example NFP could indeed have a role in 
the national FP programme.” Of course, one 
heard nothing more about it subsequently. 
However, in the context of an emerging wo- 
men-and-health movement in this country, 
the possibility of women's groups acquiring 
knowledge about and spreading the use of 
NFP is an important option to keep in mind. 
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Human guinea-pigs 


Between 1983 and 1985 alone, I have 
come across not less than eight news items 
on the testing of various types of female 
contraceptives by premier medical research 
Institutes in this country. Periodically there 
are reports of WHO or Health Ministry state- 
ments onthe need for research to find 
the ideal contraceptive which will be easy 
to use, effective and safe. (The condom 
fulfils all three criteria, but there appears 
to be a tacit assumption that the ideal con- 
traceptive must be a female method.) Edito- 
rials and articles by researchers on the popu- 
lation issue stress the need for better and 
more contraceptive research. It is assumed 
that contraceptive research is unquestiona- 
bly for everyone's good and is in national 
and international interest. Announcements 
of new trials with new methods are made 
with much fan-fare by ICMR luminaries who 
become media heroes for a while after each 
such press conference. 


Nobody cares to ask 


Who are these women who are _ being 
experimented upon? How are they recruited? 
Are ethical norms being observed? Do the 
subjects know that they are participating in 
an experiment? Are the researchers trained 
in taking genuine informed consent from 
the subjects? If method-failure occurs during 
a trial, and women become pregnant, are 
they compensated and are they offered early 
safe abortion if they desire it? What are 
the risks of foetal defects if pregnancy oc- 
curs as a result of method failure during 
trials of hormonal contraception? 


In 1981, probably for the first time 
in the history of the Indian women's move- 
ment, some concern was expressed over 
contraceptive trials at a Workshop on Wo- 
men, Health and Reproduction organised by 
the Feminist Resource Centre of Bombay. 
The report, which summed up the discussions 
at the workshop, called for the setting 
up of an independent organisation of femi- 
nists to monitor contraceptive trials and en- 
sure that harmful drugs are not tried out 
on Indian women. So far no such group has 
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been set up but there is some awareness 
today on this issue among women's groups 
all over the country who are (at the time 
of writing) organising to oppose the trials 
and imminent introduction of Net-En, the 
injectable contraceptive (see section on 
injectables). 


In. May 1985, the Union Minister of 
State for Health, Yogendra Makwana, told 
the Lok Sabha that the National Institute of 
Immunology is developing a contraceptive 
vaccine and that clinical trials would begin 
soon. 


There has been periodic focus on _ this 
vaccine and some years ago a controversy 
arose over the trials being conducted by 
Dr. G.P.Talwar at the All India Institute 
of Medical Sciences. In 1976, a WHO expert 
had questioned the safety of the particular 
vaccine being tested by Dr. Talwar. His awn 
trials with animals had shown undesirable 
side-effects. Another researcher from Edin- 
burgh had found adverse effects in monkeys. 
"As the vaccine protection wore off, pregnan- 
cles occurred which ended in progressively - 
later abortion." It is crucial to note that no 
debate has yet been initiated within the 
women's .movement, or even among health 
groups, about the justification in continuing 
to experiment with the contraceptive vac- 


cine. According to one source, tampering 
with the body's immune-response system may 
also have other dangerous repercussions 


unconnected with contraception and reproduc- 
tion, especially in a malnourished popula- 
tion. 


Among the contraceptives being tried 
out in India, as gathered from press reports, 


are: the injectable Net-En, the hormonal 
implant Norplant, a once-a-week contracep- 
tive pill, a pill which can "interrupt" a 


6-8 weeks old pregnancy, a variety of herbal 
abortifacients, vaginal rings, hormone-releasing 
IUDs, a cervical dilator developed by . the 
Central Drug Research Institute, prostaglan- 
dins for inducing abortion and for use as 
"morning-after" pills. Till today no "investi- 
gative reporting" has been done to find out 


Playing the MNC'S game 


Stree Shakti Sanghatana of Hyderabad 
has filed a petition in the Supreme Court 
asking for a stay order on the current 
ICMR trials with the injectable contracep- 
tive Net-En manufactured by the West 
German fitm Schering AG. The petition 
lists the reasons fot opposing these tuals 
and also raises the question of the ethics 
of medical research in this countty. The 
following ts an extract: : 


"We demand that the whole «tssue of 
medical experimentation, which we belkeve 
to be necessaty, be debated publicly and 
safeguards agamst abuse «troduced. We 
know ftom press reports as well as ftom 
| sources within the medical research frater- 
nity that m India as in many other Third 
World countries, the concept of ‘informed 
consent’ 1s non-existent mn practical terms, 
though many paper guidelines pay lip- 
service since the 704 and 804 after press 
reports have been exposing trials with 
human guinea pigs. Thitd World popula- 
tions are ideal research material for field 
tuials, especially since the norms for 
such research are extremely stringent in 
the advanced countries, and the public 
there are fat too vocal and well-informed 


who the women in these trials are and 
how they are approached and recruited. Nor 
has the human rights and civil liberties 
movement raised any question about any of 
these trials. It is apparently assumed that 
all these trials are "for the good" of the 
subjects involved. (A news item on prostag- 
landinsas a "wonder" drug has the heading 
"Abortion Without Tears".) While some indig- 
nation has been expressed over the trials 
of other drugs (not contraceptives) on unwitt- 
ing human guinea pigs in the Third World, 
including the widely condemned testing 
of pesticide effects on Egyptian children, 
there is hardly any consciousness even among 
progressive activist groups about the viola- 


tion of human rights by those who conduct” 


to allow tampant trials of potentially risky 


BOX 22 
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—ae’es with the dwg multinationals in conduc- 


diugs. The research establishment im our 
country, wéttingly ot unwittingly, collabo- 


ting human trials to get the data and 
feedback required by the firms. It % only 
the literate and socially conscious sections 
in this countty who can protest and put 
an end to this unethical practice since 
the subjects of these expeuments are 
ignorant and unaware that they even have 
a say in thts matter. 


"We are often told by medical researchers 
that there can be no medical .advance 
without human expeumentation. That all 
trials on human beings are only for ‘their 
own good.' 


"Out contention wt: let the researchers 
rectutt articulate, well-informed, lterzate 
volunteers from the middle and upper cla- 
sses, recruits who can give truly informed 
consent, who will be vocal in demanding 
back-up medical care and who will reject 
a dtwug or device if its side-effects are in- 
tolerable. For starters, it would be good 
th the medical researchers recruit volun- 
teers 410m among their own medical com- 
munity." 


contraceptive trials on Indian women. 


There are three issues related to these 
trials: (1) informed consent, (2) directions 
In contraceptive research, (3) compulsion 
to participate. 


Informed consent 


This is best illustrated by the incident 
at Patancheru PHC neary Hyderabad on 
April 1, 1985, when a women's group appea- 
led to the doctors in charge not to go ahead 
with a Net-En trial on 20 women. These 
women had been brought from outlying 
areas by paramedics entrusted with the task 
of producing 20 subjects for a gala inaugu- 


‘ration of the trial which was part of an 
ICMR programme. The women said” that all 
they had been told was: "INJECTION le lo, 
_ bacheha nahin hoga". The paramedics ‘admi- 
‘tted to the activists that if they had men- 
tioned that this was part. of an experiment 
and that there were. possible side-effects, 
no one would: have volunteered (see section 
_on_injectables). 


B A yawning gap exists between ICMR's 
professed norms for ethical experimentation: 
and what actually happens during contracep- 


tive trials. In this particular case, the ICMR's : 


. For 


1s news of any trials with contraceptives. 
example, when news of Net-En trials 
was first published in January 1983, all 
efforts (including by the CED) to’ get more 
information were met with an_ obstinate 
silence. A shroud of secrecy has descended, 
ever since some noise was beginning to 
be made to question the activities of the 
contraceptive research units. As the follow- 
ing information on contraceptive research 


Suggests, these units have much to hide. 


own circulat to medical colleges conducting 


the trial says: 


"Women who come .to the PHC seeking. 


‘family planning’ advice -will be recruited." 
Rounding up 20 women and producing them 
on the day when the Collector would come 
_-and inaugurate. the tamasha is not quite 
- what the«recruitment norms. in the circular 
- Suggests. — | ea 


~~ In 1980, after some medical scientists 
at the cholera research institute.,in Calcu- 
tta. had objected to unethical anti-cholera 
vaccine and drug trials on _ slum-dwellers, 
_ the ICMR_ published some _ guidelines 
ethical experimentation on humans*. —— These 


endorse the norms on informed consent spelt — 


out’ in the Helsinki Declaration of — 1964 
(updated in 1975) to which. India is a signa- 
tory. Among other things, the ICMR's Ethical 


Committee says that -before any institute 


or college undertakes..a clinical ‘trial, its 
own ethical committee 
and assess the project. Such a committee 
~ should include non-medical people like a 
lawyer or a judge to guide, the members 
in matters of ethics and law. (Incidentally, 


a retired ‘Calcutta High Court judge, whom. 


this. writer spoke to, has expressed the 
opinion that medical experimentation without 
informed consent violates Article 21 of the 
Constitution, which protects life and liberty.) 


It is important, for women's groups to- 
demand that these paper norms are put in. 


practice. They must also insist on me 
represented in ethical committees hiss 
decide on contraceptive trials and | deman 
-the right to full information, whenever there 


for * 


-should ~ scrutinise , 


and with 


_Kusha, who has worked with a contracep- 
tive testing unit (CTU) in Bombay has des- 
cribed how initially the testing of barrier 
methods in the 1950s and early '60s was inte- 
grated into other welfare activities at the . 
clinics and was done with proper consent 
rapport between the women and 


- the unit’. Subsequently, with pressure to test 


AG 


IUDs and hormonal methods, the approach 
changed and the genuine needs and welfare 


of the subject women were disregarded. In 


hormonal drug .trials women have to give 


blood samples at intervals, for which they 


are paid...The effect of. this on the malnou- 
rished and the anaemic _can* be imagined, 
Vaginal rings (which she described as absolu- 
tely inappropriate for women who have no . 


toilet facilities) were tried out "for the pres-- 
tige of an individual ‘scientist." ne 


anasal spray for men was planned for trial, 


_ but no men could be persuaded to participate 


"despite VIP treatment". 


Regarding ‘prostaglandins, Kusha writes: 
a. woman wanting abortion cannot decide 
by. which method she will be aborted. Even 
though there are safe methods, which could 


_ beimproved by research, prostaglandins are 


_his prize for his work on 


under 


being tested. The drug causes cramps, abdo-— 
minal pain, vomitting and diarrhoea. "Women 
the trial suffered tremendously’ "It 
is a chilling thought that:the Nobel Laureate 
for medicine. (1982), Dr. Sune Bergstrom, got 
prostaglandins. The 
ICMR will reportedly carry out further trials 
in association with this 'eminent' scientist. 
In the 1970s, clinical trials had already been 
done ‘by the All India Institute of Medical 
Sciences in collaboration with Dr. Bergstrom. 


' (Patriot, April 9, 1983). 
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According to another activist in Bombay, . 


ee ee 


BOX 24 
Contraceptive research 


Judy Norsigian, a member of the Natio- 
nal Women's Health Network (NWHN) USA 
and of the Boston Women's Health Book 
* Collective, and one of the authors of 
Our Bodies, Ourselves gave the following 
testimony on contraceptive research be- 
fore the USA Congress House Select. Com- 
“mittee on Population in March 1978. 


There are three basic issues we would 
like to address: : 
1.What kind of contraceptive research 

receives puoruty. . 
2.Who carries out that research. 


3.Who makes policy decisions m the area 
of contraceptive research. 


/ 
Fist, as you may know, contraceptive 
meseatch at present focuses heavily on 
hormones, dtugs, and invasive devices, 
such as hormone-releasing 1UDS, prostaglan- 
dins, injectable - progestogens, silastic hor- 


monal skin implants, and anti-pregnancy 
vaccines. At the same time, there wu 
welatively tthe research on saser and 


cheaper mechanical and baruer methods. 
on contraceptives which act totally rather 
than systematically, ot on methods which 
require no mechanical intervention whatso- 
ever. Examples of such safer methods 
Anclude the cervical cap, diaphiagm, con- 
traceptive sponge, ovulation method, and 
thermal sperm control. | 


The safer contraceptive methods also 
tend not to ‘require physician interven- 
tion, thus providing low cost, easily accessi- 


ble bitth control for more people. Parti- 


culatly good examples are the contzacep- 
tive sponge, which requires no fitting, 
and the ovulation method, which requires 
non-mechanical intervention. 


Those of us active in the women's health 
movement ate. concemed that present 
funding is too heavily weighted toward 
diug and device research. Too often such 
teseatch has exposed human subjects, 
mostly women, to. setious adverse conse- 
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quences. In cases where insufficient research - 
has resulted in premature approval of contra- 
ceptive methods, much larger female popula- 
tions have been exposed unnecessartly to 
dangers. The sequential Pill and Dalkon 
Shield are two well-publicised , examples of 
this, although all Pills and 1UDs might well 
be classified as unjustifiably hazardous in 
light of the extensive and increasing docu- 
mentation of Pill and 1UD sks. This fatter 
point is further corroborated by hundteds of 
letters sent to those of us who co-authored 
Our Bodies, Ourselves. In addition, adverse 
consequences of contraceptive drugs and de- 
vices account for a surprisingly large num- 
ber of hospital admissions, which are both 


— expensive and traumatic for the women n- 


volved. 


It is alarming to note that in 1976 out of 
70 million dollars spent worldwide on con- 
traceptive research outside of the drug in- 
dustry, only $50,000 was spent on barter . 
method research. |From fact sheet prepar- 


-ed by the stags of the Population Council, 


1978). Sage bith control methods do not 


—2eceive puoruty by those who control the 


research dollars, while potentially dangerous 
methods do attract the majorty of funds. . 
We uzg2@ a major reordering of priorities, 
so that tesearch on the safer birth control 
methods mentioned above receive the grea- 
test emphasis. 


New priorities would also include 1eseaicn 
on better ways to communicate information 
about birth control methods. How well ame- 
thod 1s understood weighs heavily on how 
effectively it is used. Too much emphasis 
has been, and continues to be, placed on 
the presumed passivity of women and on 
the desirability of methods requiring little 
or no active participation. Too little atten- 
tion 1s now paid to basic body education 
and to those settings in which we learn 
best. For example, the self-help model used 
inmany women-tun health centres improves 
Uuse-effectiveness of barrier methods as well 
as the ovulation method. Also the intensive 


@ducation model used with teenage women 
in some family planning clinics demonstra- 
tes that existing barrier methods, like the 
diaphragm, are much more effective than 
previously thought. (See Lane, Mary E., et 
al, "Successful Use of Diaphtagm and Jelly 
by a Young Population: Report of a Clini- 
cal Study." Famit Planning Perspectives, 
_ March/April 1976). , 


With respect to the question of who does 
research, 1 call your attention to a 1976 
GAO zeport to the Congress entitled "Fede- 
tal Control of New Drug Testing 1s Not Ade- 
quately Protecting Human Test Subjects and 
the Public". This report concludes that lack 
of adequate monitoring and lack of complia- 
nee with testing equipments failed to pro- 
tect thousands of human subjects 410m un- 
necessaty hazards of new drugs and has fat- 
led to guarantee that test data used in de- 
ciding whether to approve new drugs for 
marketing ts accurate and reliable. 1 quote 
ftom page nine, which discusses a special 
FDA sutvey completed in 1974: "Our review 
of the inspection results indicated that of 


the 155 clinical investigators inspected, 115 


(74 per cent) failed to comply with one or 


more requirements of the law and regula- 


tions". We believe that this problem of non- 


compliance exists in the nartowert area of 


contraceptive diug tesearch. 


In this context it i interesting to note 
that most contraceptive mvestigatorts are 
male and hence have little direct understand- 
ing of the practical impact of thei research 
on women. According to the inventory of 
population esearch projects listed mM 
the NIH 1eport, Inventor and Analysis of 
Federal Population Research, over 80 per 
cent of federally funded mvestigators m 
the areas of contracrotive development and 
contraceptive evalua ‘on during 1976 were 
males. It is of no small significance that 
these male investigators. will never have to 
use the methods that they develop. More- 
over, we believe that thei focus on the 
- biological model and their fascination and 
involvement in the research process some- 


times overshadows their concein for the 
well-being of research subjects. 


In out opinion, there needs to be more 
research conducted by community-based 
women's health centres which have worked 
directly with those who are intended to 
benefit from this research. — 


Furthermore, subjects should play a ma- 
jor tole in designing and/or approving the 


“esearch design. We believe that such an 


approach would result in stricter adherence 
to research protocol. Research of this kind 
ts already taking place at several women's 
health centres, but on a timited scale. 
(For further discussion of this, see "Emer- 
gent Modes of Utilization: Gynaecological 
Self-Help", by Sheul K.Ruzek, in the Pro- 
ceedings of the Conference on Women and 
Their Health: Reseatch Implications of . 
a New Era - U. of California, SF, August 


(1975). It -should be expanded and should 


receive further support from both public — 
and private sources. : . 


Our thiid area of concern ts policy-mak- 
ing. Puvate organizations lke the Popula- 
tion Counctl,- Ford Foundation, the Rock- 
feller Foundation, Planned Parenthood, 
and dtug companies, as well as the federal 
government, sponsor. practically all current 
contraceptive research, setting pruoruties 
for this research as well. Policy-makers 
for these organizations are also primary | 
males, who make decisions with little or 
no input by the many users of contracdp- 
tives, who supposedly benefit f10m the 
zesearch. 1 call your attention to the com- 
position of the Interagency Committee 
on Population Research, established m 
1970, which makes federal policy 1ecom- 
mendations regarding population research. 
Among the eighteen Committee members 
listed in the Inventory and Analysis of 
Federal Population Research. only one 
is a woman. Similarly, m the case ofa 


puvate organization, only 4 women st 
on the 1&-membert Board of Trustees of 
the Population Council.” 
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there are two types of women on whom re- 
search takes place. One group consists of 
lower-middle class but literate women acti- 
vely seeking contraception. They are not 
given incentive money but the birth-control 
method is free of charge. They have rapport 
with the doctors and get adequate follow-up 
care. (However, it is not clear whether 
they are aware that the methods they 
accept are experimental ones.) In this type 
of research, the doctors are reportedly 
willing to disclose information about their 
_-work to an outsider (like the activist). 


The second type of research is. done by 
some institutes ‘where poor women from 
adjoining slums! are lured with monetary in- 
centives. One researcher, who is reported to 
have been engaged in trials in Bombay with 
various contraceptives for the past 10. years, 
is supposed to have described the poor 
women who participate as being "well-moti- 
vated" for this sort of thing. A subject gets 
Rs.l0 for every blood sample drawn, and 
this money is paid to her as a lump sum of, 
about Rs.200 every other month. It is very 
difficult to get full information about 
the subjects and the modus operandi. Quite 


apart from the absence of informed consent, | 


such trials raise questions on the ethics of 
enticing the impoverished with monetary baits. 


Directions in contraceptive research 


Kusha's article in the Socialist Health 
Review had pointed out that since the 
1960s no research is being done to evolve 
safer, more effective barrier. methods 
or to improve. the efficacy of older methods, 
or to evolve safe indigenous methods. The 
condom is harmless and effective, but there 
is NO serious study to assess its acceptance 
and rejection. Decisions on the directions in 
contraceptive research are thus made regard- 
ing new invasive female methods without 
any opportunity for women. or women's 
groups to have a say. This happens in the 
West too. In her testimony to the U.S. Con- 
gress Select Committee on Population, Judy 
_Norsigian of the Boston Health Book Collec- 
tive had questioned: what kind of contracep- 
tive research receives priority? Who carries 
out this research? And who makes policy 
decisions in the area of contraceptive re- 


4y > ‘ P 
search’. These are questions which women’s - 


groups in India too must ask. Apart from 
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this, we need to demand that existing me- 
thods be made more readily avaijable (to 
those who choose them), more safe; ‘and with 
better medical care to cope with side-effeets. 
Our priority at the moment is not more re~ 
search on newer methods but better ahd 
more sympathetic delivery of existing methods. 


Compulsion to participate. 


It is learnt that women seeking abortion 
are sometimes compelled to accept contracep- 
tion as a precondition to MTP. !n a study of 
women attending the FP centre at KEM Hospi- 
tal, Bombay, the author has recorded exam- 
ples of women accepting pills and experimen- 
tal methods like implants, injectables, vaginal 


‘rings and various types of IUDs« She mentions 


that many women accept pills "probably 
under pressure from medical ° staff," as a 
precondition to get an abortion. The prefe- 
rence for pills is apparently because these 
can be discontinued more easily (after the 


abortion) than the other methods. Neverthe- 


less, although the study does not explicitly 
say so, women choosing the other experimen- 
tal methods are likely to have had no option 
but: to agree to accept experimental contra- 


ceptives if they wanted the abortion. Doc- 


tors in Hyderabad tell me that poor women 

coming to government hospitals for abor- 

tions. almost always have to agree to having 

an IUD inserted. One women is reported to 

have had three IUDs pushed into her at diffe- — 
rent times, which were detected when she fi- — 
nally got sympathetic treatment for excessive 

bleeding. The extent to which experimental 

methods are tried out on women seeking abor- 

tion or even just asking for contraception is 

an urgent area for study and data collection. 

Ten years ago, the Status of Women Commi- 

ttee had observed (and deplored) the fact that 

at many MIP centres sterilisation was being 

made-a pre-condition for abortion. And now 

MTP, seekers are being made to serve the 

cause of contraceptive research. 
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Sex selection: No girls please 


In 1982 after it was found that 
doctors in Amritsar were running a thriving 
Clinic openly advertising amniocentesis foll- 


owed by selective abortion of female foetu-: 


'ses (s€e box) there was a lot of media 
exposure on this practice, questions were 
raised in Parliament, the ethics of the whole 
Issue were debated, and after that the 
controversy has more or less died down. It 
is generally assumed that because the then 
Health Minister, B.Shankaranand, gave 
an assurance that use of amniocentesis 
would not be allowed, for determining the 
sex of the foetus, the practice of sex-selec- 
tion of offspring is more or less outlawed. 
Against the background of the 1982 contro- 
versy, women's groups need to look at seve- 
ral aspects of sex-selection related to the 
FP programme: 1) What does sex-selection 
have to do with the FP policy? 2) What is 
the continued incidence of 
3) What kind of action strategies are possi- 
ble to tackle this problem? — “ 


: When the’ sex-selection question first 
- arose, comment and analysis were generally 
focused on facts~and concepts like: misuse 
of medical technology;. greed of individual 
doctors; the social situation which makes 
women desperate not. to have daughters; 
the arguments that offering sex-selection 
to oppressed women is a humanitarian act; 


two - 


sex-selection? . 


methods would result in aserious imbalance 


in the male-female ratio, and what would be 
the consequence of such an_ imbalance. 
(India already has an adverse female-male 


ratio of 1000/1069). 


The diverse aspects of this subject offer 
material for an entire thesis and it would 
be practical therefore, in the present con- 
text, to discuss just the, three aspects listed 
‘earlier. 


Sex-selection and FP policy 


Fairly early on during the development 


of population control ideology, there had 
been speculation on how _ sex-preference 
of children could be -made to serve the 


goal of curbing the birth. rate. The rationale 


choosing to abort a female foetus is part — 


of a woman's or couple's "right to choose"; 
women who already have many daughters 
should be enabled to abort .a female foetus; 
sex-selection enables couples to achieve 
their goal of a "balanced family" of one-boy- 
one-girl,, and hence fulfils not only indivi- 
dual aspirations but also achieves the na- 
tional objective of keeping down the ‘birth 
rate, i.e., prevents couples from going on 
having babies in order to have a son. In 
addition, there were. some sociological arti- 
cles in the Economic and Political Weekly 
during 1983 which tried to analyse and 
understand the 1982 controversy against 
the background of the age-old phenomenon 
of son-preference in India, | 
female infanticide in the past, speculating 
whether the availability of sex-selection 


the practice of - 


‘campaign 
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- and sons alike." 


is: people all over the world, in both deve- 


_ loped and developing countries, have a pre- 


ference for sons, and this preference influen- 
ces family size or decision to accept sterili- 
sation. Therefore, if it can be made possible 
for couples to have babies of the desired 
sex, they are more likely to limit the number 
of offspring. 


As long ago as 1975, a Population Report 


_entitled Sex-preselection: Not Yet Practical’, 


had noted: "At the moment, no generally 
acceptable and effective method of sex 
determination is available. Therefore, family 
planning programmes can best respond to 


_sex-of-child preferences by helping couples 


to value children of both sexes equally 
and to emphasise quality of life for daughters 
An example is quoted of 
the Korean Planned Parenthood Federation 
using posters and other media 
with slogans. like: "Daughter: or son, stop at 


two and bring them up _ well." Meanwhile, 
however, research goes on towards making 
sex pre-selection more. easy and _ feasible 


and where it is found that existing methods . 
are acceptable in certain cultural settings, 
then efforts are made to offer these or 
promote, them - as has happened in India 
and China. 

Jalna who has 


Sociologist Hanmer, 
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- Mohan Deshpande 


researched sex-selection extensively, 
quoting a ‘Chinese medical journal: 
Chinese report that: since 1970, they have 
performed sex determination tests by exami- 
ning cells along the uterine wall for sex 
chromatin. Their stated Purpose is to help 
women desiring family planning, and ‘as 
should be expected, the results of the 100 
cases reported show that more female 
foetuses were aborted than male. Of the 53 
males predicted, one was aborted and of the 
46 females, 29 were aborted. The Chinese 
report a 94 per cent accuracy with this 
test performed between the seventh and four- 
teenth week of pregnancy, but there is 
some risk of spontaneous abortion." This is 
an example of governmental acceptance 
of selective abortion for population control 
purposes on grounds that foetal sex is not 
in accordance with the parents' wishes - 
a choice which is exercised within a cultural 
setting where there is a strong preference 
for sons. (Today female infanticide has gone 
up in China after the imposition of the one- 
child norm). sail 


writes’, 
"The 


In India, Dr. D.N.Pai, an influential and 
vocal figure in the FP establishment, is a 
strong advocate of sex-determination tests 
which, he feels should. be implemented in 
vane FP programme. Ata . conference (in 
Stockholm (ironically soon after the Bucha- 
rest population conference where India 
had won laurels for emphasising that deve- 
lopment is the best contraceptive), - Dr. Pai 
had described aminiocentesis followed by 
abortion of female foetuses as a , nossible 
‘solution’ to India's population growth - This 
was in 1974, eight years before the furore 
in India compelled the Health Minister to 


give a token assurance to angry women MPs. 


that misuse of amniocentesis would be sto- 
pped. The point to note is that in FP circles, 
sex-selection was never thought as wrong 
or bad or undesirable. In fact it was, and 
continues to be, regarded as one more 
tool to be utilised for achieving the larger 
governmental objective of keeping the 
numbers down. Against this ‘ background, it 
is possible to understand why medical resear- 
‘6h concentrates on perfecting sex-selection 
methods and why clinics offering amniocen- 
tesis are proliferating in this country. | 
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In October 1984, Larsen and Toubro's 
welfare department organised a _ seminar 
in Bombay where the participants included 
doctors who are pro-sex-selection as_ well 
as members of an activist women's group «One 
doctor is quoted as saying that "from Kash- 
mir to -Kanya Kumari" he gets phone calls 
all day enquiring about the sex-test. Gene- 
rally, the doctors at the seminar felt that 
women who "suffer" by having six or more 
daughters need "help" - don't they deserve 
to try at least for one son? (Of course that © 
doesn't answer the question: if one or more 
daughters are destroyed at the foetal stage, 
does that guarantee that the next one will 
be a son? The point obviously is: every foe- 
tus destroyed is one less baby born, and this 
is what counts in the numbers game.) The 
climate of opinion at the Bombay seminar 
is generally representative of the establish- 
ment attitude and is summed up by the 
statement of one FP official: "Our population 


‘growth has reached such an explosive situa- 


tion that desperate measures are called 
for. So we must allow them (sic) to have 
the test." As°Ammu Abraham of Women's 
Centre points out: "The government's despair 
about population growth has found an ally in 
poeple's despair about producing daughters." 
Which’ is why the Health Ministry is not 
doing anything to carry out the promise made 
in Parliament in 1982. 3 


Continued incidence of amniocentesis 


; ’ 

An academic in Bombay who is resear- 
ching on this issue has found that new clinics 
have come up in the hitherto untouched 
places®. Dhule, a remote town in Maharash- 
tra, has three clinics, (two fairly recently 
started) where amniotic fluid samples are 
withdrawn and sent to Bombay for testing. 
He adds that in Bhandup, a suburb of Bom- 
bay, three such clinics exist. A survey done 
by Women's Centre in Bombay in late 1982’ 
revealed that Harkisondas Hospital not only 
continues doing the test, it has a brochure 
describing it as "humanitarian." The demand 
at this centre is so great, so many requests 


come from out-station, that "booking" has 
to be done in advance. Another clinic in 
Bombay, Pearl Centre, also does thriving 


business. Various doctors at other city clinics 


reportedly take samples and send these for 
testing. Thus, there is an urgent need for 
data collection to identify the number 
of clinics all over the country which take 
samples, carry out the test, and conduct 
abortions on the basis of the result. It 
is also important to record the ‘costs of 
testing and’ aborting at various places, 
plus the .socio-economic cross-section of 
people among whom the existence of the 
test. is known and who have the resources 
to undergo it. | 


It is reported that even women in Bom- 
bay slum areas are going in for the test, 
the cost of which ranges from Rs.80 to 
Rs.500. Women tend to weigh the cost of 
the test against the potential costs of bring- 
ing up a daughter and spending on her dowry. 
Even those :.who had not heard about the 
test are now aware because of the 1982 
media coverage, and demand. .has thus gone 


up. : 
What can women's groups do?- 


One of the points often raised, even 


by those sympathetic to the women's move- . 


‘ment, is that when women, who are being 


harassed and tortured by in-laws  despera- 
tely ask the doctors for help to enable 
them not to produce daughters, can such 


doctors (Iam _ not 
who favour 


referring here to those 
drastic population § control 
who are in this business for the _ profits 
it brings) remain unmoved? When _ they 
get a crisis case, a woman who is sure to 
be thrown out of her house, may be driven 
_ to suicide, if she gives birth to a girl, can 
a doctor refuse to help when he/she knows 
that a test can reveal the sex of the foetus 
and that selective abortion could mean 
that one woman's life-will be saved? These 
are very difficult questions, but they are 
being asked and there are no easy universal 
answers. 


We in the women's movement know what 


Our answers are. What can we do to make: 


our answers more widely acceptable as the 
answers? Even as we lobby to prevent the 
proliferation of sex-determination clinics, 
we have to work towards making the ideo- 
logy of women's movements a dominant id- 
eology. which the majority of women and 


or 
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men will subscribe to. The fight against 
sex-selection consists not just of a protest 
against misuse of amniocentesis but 1s 
part of the larger struggle against patriar- 
chy. ; 

It is interesting that in the West, where 
"femicide" ‘or destruction of the female 
sex through sex-selection, is not a threat, 
so much analysis has already been done 
by feminist researchers on the implications 
of this practice if it were to become 
widely available. Among the points they 
have made are’: Sex choice technologies 
will nurture patriarchy. To choose the 
sex of one's children is the original sexist 
sin - because the most basic judgement 
about the worth of a human being is made 
to rest solely on its sex. The most reaso- 
nable stance is not to choose a boy or | 
a girl, but to welcome each child for 
what it is. Sex selection implies equating 
biological sex with social. gender roles. 
Thus, sex-selection is a perpetuation of 
the ideology of sex-role stereotypes- where 
fulfil certain roles and daughters 
certain others, totally ruling out the inter- 


changeability of roles and the fact that 


biology need not be a determinant of 
social roles. These are concepts that 
feminists in India also believe in. Our. 


role is to see that these concepts spread 
and are also promoted by the government 


controlled media. 


Thus, a lasting solution to the sex- 
selection problem lies ‘very much in the 
pattern of social change which the women's 
movement can bring about in the long 
run. However, are there no short-term ac- 
tion plans to adopt? 


As mentioned earlier, we need to col- 
lect data on the extent of prevalence 
of sex-selection by clinics or hospitals 
and demand that the Health Ministry issue 
directives to prevent such clinics from 
functioning. (Mr. Shankaranand had claimed 
that the practice was not widespread 
and we know this statement to be false.) 
Perhaps, we should demand that amniocen- 
tesis should be made available only at 
Government controlled hospitals with 
stringent norms which will ensure that the 


test is used only to detect genetic defects. 
There Should be a clause that the sex of 
_ foetus will not be revealed to the couple, 
It is also necessary to examine the MTP Act 
and see if a provision could be added to 
make it/ illegal to abort a foetus on grounds 
of sex alone. We need to discuss with legal 
experts’ on the feasibility and advisability 
of these measures so that they don't back- 
fire on women's existing rights to abortion. 
We can also demand that the FP publicity 
machinery give more attention to promoting 
the worth of daughters in a more meaning- 
ful way than is being done at present. We 
can insist that the Health Ministry orders 
its FP personnel, including prominent perso- 
nages like Dr. D.N.Pai, not to make public 
statements extolling the uses of sex-selection. 
Better enforcement of the Dowry Prohibi- 
tion Act and protection of women from 
family violence are also relevant demands. 


The blatant and the bizarre 


Below is a round-up of news items and 
other published material which will give 
readers an idea of the emerging aspects 
of the sex-selection issue. It is important 
to note that amniocentesis is a compara- 
tively crude approach for it involves selec- 
tive abortion ahd this can invite criticism 
from activist groups. The more sophisticated 
methods of research involve conceiving ba- 
bies of the desired sex, whereby females 
will not be destroyed at all (a repugnant 
idea) but simply programmed out of exis- 
tence. The latter is being done by artificial 
insemination with male producing X-chromo- 
some sperm (the female-producing Y-chromo- 
some sperm having been’ separated out 
earlier.) It is also being attempted through 
timing of intercourse since certain phases 
in the menstrual cycle (and nature of vagi- 
nal environment) arebelieved to be conducive 
to Y-chromosome sperm _ fusing with the 
ovum. Experiments are. going on with all 
these methods (sé box). . 


"Child's sex-selection as FP method suggested" 
(Patriot, Aug. 6, 1984) 


growth can be controlled by 


vse to choose 


techniques that enable parents 


BOX 26 


Sex-choice technologies 
Reseatch on sex pre-selection has con- 
centrated on areas like: | 


*Timing of intercourse in relation to 
ovulation and alteration of acidity condi- 
tions in vagina. 


*Separation of X-chiomosome female 
sperm ftom Y-chtomosome male sperm 
in vitro, followed by artificial insemina- 
tion. Sedimentation, centrifugation and 
electrophoresis have been tried to cary 
out the separation. 


*Determining the sex of the foetus 
in utero. In addition to amniocentesis, 
ultrasound and now, chorion biopsy, 
can be used to identify sex of the foetus. 
The search is on to develop simpler, safer 
ways which can be done early in the 
pregnancy 40 that abortion after sex 
detection can be performed safely in 
the gist trimester. (Foetal sex determi- 
nation carries with it the unspoken choice 
of selective abortion.) 


the sex of their children according to Dr. 


Frances Batzer of the University of Pennsyl- 


 vania who was speaking at the 19th Congress 
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tion. 
male Y-chromosome sperm) was being tested 


. with Dr. 


of Medical Associa- 


separation of 


Women's International 
The method (involving 


in eight U.S. clinics and would enable couples 
to refrain from having babies of unwanted. 
sex. The issue was expected to come up for 
discussion at the ~- Population Conference 
in Mexico. . 


Helping couples to have a male-child 


Savvy (a women's magazine published 
from Bombay) April 1985, has an interview 
Gita Pandya, who works in the 
field of reproductive endocrinology and 
teaches couples to have sons through pre- 
planning of the time of intercourse. The inter- 
viewer suggested that this practice is a 
negation of all that the women's movement 


achieve and the good doctor's 
response was fo liken sex pre-determination 
to beauty treatment or curative therapy+ 
Some excerpts: "Planning the sex of a child 
is better than determining it after concep- 
tion and aborting it. It is like helping a 
couple to get what they want. It is ike 
going to a beauty parlour to make your 
skin look better." To the question why not 
leave the sex of the child to nature, the 
reply was: "If your eyesight gets bad, don't 
you wear glasses? Do you just leave it to 
nature? Don't you have bypass surgery after 
a coronary attack? Do you just wait for 


is trying to 


the next attack and die?... We are dealing: 


with science and progress. We are not tam- 
pering with nature... | don't think my work 
is in any way diminishing the status of 
a woman." 


"Abortion of female foetus increase" (Indian 
Express, Women's Page, Hyderabad Edition, 
March, 1985) 


Dr. Neela Govindraj, 
_ from Madras, drew the attention of world 
legal experts meeting in Delhi to the increas- 
ing incidence of selective destruction of 
the female foetus over the past two years. 
Speaking at the World Congress on Law 


and Medicine, she said that whereas in 
earlier days people in India resorted to 
female infanticide now they destroy the 


foetus itself. 


"Want a son?" (item in Patriot's 'Capital Ca- 


meos' feature, October 22, 1984) 


Describes the slogans plastered on walls 
all over Delhi's low-income Trans-Jamuna 
area where a doctor has made the claim 
that he can enable couples to have male 
children. 


"Life's hard, little girl" (Times of India, Sun- 
day Review, June 23, 1985) 


Article on conditions of women and girls 
which states, "In a sample survey conducted 
in Bombay, it was found that of 8,000 abor- 
tions carried out following pre-natal sex 
determination, 7,999 were of female foetu- 
ses. 


a forensic expert 
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"Boy or girls, the choice is yours" (Statesman, 
September 26, 1982) 


Interview with Dr. Bhairalo Bhattacharya 
on a visit from the USA, where he claims 


he has perfected a method to separate 
Y-chromosome from X-chromosome — sperm 
and enables women to deliver babies of 


their choice. He is quoted as saying that 
his method would be of special value in 
an "over populated" country like India. 


"Parents can soon choose sex of child" (Pat- 
riot, May 13, 1983) | 


Japanese scientists have developed a 
new method to enable parents to choose 
the sex of their child which will soon be 
subjected to clinical trials. The, method in- 
volves separation of Y from X-chromosome 
sperm. 


"Choice on child's sex may become possible 
soor. (Indian Express, May 31, 1983) 


Techniques developed for farm animals - 
may ultimately allow parents to choose 
the sex of their children, according to resear- 
chers: speaking at the annual meeting of the 
American Association for the Advancement 
of Science. When the method is ultimately 
available, even in a country like America 
it might result in 140 boys being born for 
every 100 girls. In countries like India, the 
ratio could become even more _ lop-sided. 
This method was currently being used with 
dairy animals, where huge profits are invol- 
ved and where dairy cows could be made to 
produce females only. (my emphasis). The 
conference also discussed the possibility of 
developing vaginal foams which would selec- 
tively kill either male-producing. or female- 
producing sperm. 


"Ultra sound - a wonder machine" (Telegraph, 
Nov. 4, 1982) 


Article describing the use of ultrasound 
scanning which can diagnose, prevent and 
cure. "It can even reveal the sex of an un- 
born baby.'' Ultra sound had revealed early, 
during Princess Diana's first pregnancy that 
the royal baby to be born would be a prince, 


not a princess. 


The above items give a rough idea of 
the "neutral" attitude generally prevalant 
In reportage regarding choice of the sex of 
babies, which in turn perpetuates the myth 
of value-free- research on sex selection. 
Some of the items show how such research 
is linked with ideals of population control. 
In comparison, there is a relatively low-key 
focus on the continued incidence of selec- 
tive abortion of female foetuses which 
really ought to be, in India at least, a topic 
for intensive investigative reporting. The 
following pieces of information collected 
from an assortment of published sources 
add to the above mosaic: 


*A new medical procedure called chorion 
biopsy may be available to feplace: amnio- 
centesis for detecting genetic defects 


and sex of an unborn foetus. It can be done © 


as early as seventh week of pregnancy 
and the results could be available overnight. 


*Researchers of in-vitra fertilisation 
(test tube babies) have said that in future 
it would be possible to screen embryos 
(before implantation). and eliminate those 
with birth defects or those whose sex is not 
what the parents wanted. 


*Unani researchers in Andhra Pradesh 
are trying to find out more information 
about a herbal extract used by tribals which 
enables them to have babies of their sex- 


choice. 


*The journal of the International Insti- 
tute of Ayurveda in Coimbatore has publi- 
shed an article on the ayurvedic way to 
conceive a baby of the desired sex by 
having intercourse on specific days of. the 
menstrual cycle. 


*A team of Israeli doctors in a Jerusa- 


lem hospital has successfully used a method: 


to treat human sperm before insemination 
to produce a baby of the desired sex. An 
Israeli mother with six daughters 1s now ex- 


pecting a son. 


availability of sex  pre- 


Widespread only more 


determination could mean not 


Foetal sex identification and induced abortion 


"The sex of the foetus in utero can be 
identified and selective induced abortion 
used to assure that only a child of the de- 
sired sex is bom. Methods of ascertaining 
foetal sex have been available since mid- 
1950s. They are used on a limited scale 
to identify the possible victims of 4ex- 
linked hereditary diseases (such as haemo- 
philia) which in most cases strike only 
males, but their use for sex pre-selection 
probably will not be adopted." 


"Foetal sex can be identified by examin- 
ing foetal cells found in amniotic fluid ... 
obtained by amniocentesis ort withdrawal 
0h amniotic fluid by a needle inserted 

| through the abdominal wall... Amniocen- 
tesis can only be safely performed after 
16 weeks of gestation, past the period 
when relatively sage and simple early abor- 
tion methods can be employed. It seems 
unlikely, therefore, that foetal sex-deter- 
mination and induced abortion with be 
widely adopted as a sex pre-seleetion 
technique. (A prediction proved wrong.) 
Only 5 per cent of US doctors recently 
surveyed would perform amniocentesis for 
sex-pre-selection.” | 


Population Reports, Series 1, No.2, May 1975 


(N.B. Amniocentesis is also done to 
test §01 Down's Syndtome, a disability 
which with result in a retarded baby being 
bon. There is thus a choice to abort, 
to prevent such a birth. Expectant mothers 
over 40 years of age are 1ecommended to 
have this test done as they are more 
likely to give bitth to Down's Syndrome 
babies. It i a moot point how many 

Indian women ate aware of this, and 
how many who need to have the test 
do have access to it. It would be worth 
collecting data on how many such afflic- 
ted babies are born in this country entirely 
because the parents had no knowledge of 
how to prevent these births. This eould 
be contrasted with the number of foetu- 
ses aborted for no reason other than 

that they were female.) 
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boys than girls being born, but also more 
first-born males and second-born females. 
Those who argue that it is beneficial for 
girls to know that they were born because 
they were “wanted", overlook the possible 
effect of the knowledge that they were 
"planned-to-be-second". However, it is 
interesting that the medical establishment 
is in its own way trying to sell the idea 
that sex-selection' can indeed be a good 
thing for the status of women. As this 
gem of the tailpiece reveals, from no less 
4 source than the ICMR Bulletin, as recently 
as 1985, three years after the Amritsar 
clinic incident: — 


The lead article is on "Sex-selection 
of Offspring" by a team of researchers from 
Bombay's Institute for Research on Reproduc- 
tion, an ICMR unit. The piece sums up the 
various methods being researched and under 
"Implication of sex choice", says that daugh- 
ters born out of choice could be made to 
feel specially wanted. "It may also result in 
reversing the chronic prejudice against fe- 
males, in removing some of the social evils 
associated with marriage“of a girl. Girls may 
be given equal. opportunities for education 
and jobs, resulting in improving the econo- 
mic status of the family". 


Do we have to wait for sex-selection in 
order to treat girls as human beings and 
as equals to boys? We can and should make > 
our daughters feel wanted, and care for 
them as much as we do for our Sons. Sex 
pre-selection need not at all be a. pre-condi- 


* tion for giving daughters their due. 
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Babies are beautiful 


"It's strange they gave free medicine 
to stop women from bearing children, but 
had nothing to help those who could not 
bear children. That's where medicine could 
be of use to us." 


"A Swedish nurse and former volunteer ~ 


in a health programme became famous 


in the village for her ability to help women 


overcome infertility. During her time people 
came from far away to be treated by her." 


In spite of its professed integration 
with maternal and child health (MCH), the 
FP programme has come to. mean a pro- 
gramme _ for preventing births. In 1983, inau- 
gurating a workshop for state level MCH 
Officers in Delhi, Mohsina Kidwai (then minis- 
ter of state for health) called for new 
and more effective strategies to meet 
MCH goals and added: "Let the people under- 
stand that the FP programme is not only 
a programme for preventing child birth" 
(Patriot, July 5, 1983). But neither good inten- 
tions nor policy statements can neutralise 
the actual reality of high maternal and 
infant mortality rates and the failure of 
the MCH component. Considering that 
women not only want contraception but 
also want to have babies, a critique of the 
FP programme.-must look at the following as- 
‘pects: f) help and advise to prevent and over- 
come infertility; 2) antenatal care and 
safe child-birth; 3) child survival. 


Infertility 


In 1984 the IPPF issued_ policy state- 
ment on infertility which said’, "The IPPF be- 
lieves. that 
be helped to have the number of . children 
they want, either through contraception or 
. by trying to correct infertility." Since 
“there may be various organic causes of 
sterility which may .not be curable, in 
the Indian context where wives are often dis- 
carded or ill-treated for not bearing chil- 
dren, it would be necessary not only to cre- 
ate. consciousness of the fact that husbands 
too can be "at fault" but also to work to- 


wards creating a culture w 


individuals and couples _ should. 


hich makes adop-— 


tion a more acceptable practice. Apart 
from this, there are some important referen- 


ces in the IPPF statement regarding causes 


of infertility and how this should be handled 
by the FP programme. 


"Many conditions leading to impairment 
of fertility are preventable. These include sex- 
ually transmitted diseases (STD) and _ infec- 
tions following child-birth or abortion. Tuber- 
culosis may also cause infertility." Although 
the IPPF does not admit it, there is strong 
evidence that pelvic inflammatory disease am- 
ong IUD users can cause infertility and 
the WHO itself has said that return of fertili- 
ty after discontinuation of injectables is 
still under study. (See sections on IUD and 
injectables). For this reason, women who have 
not completed family size should not be advi- 
sed to use these two methods. 


The IPPF also suggests that FP services 
should play an active role in reducing preven- 
table infertility by promoting: "programmes 
for control of STDs; better obstetric care at 


primary health care level including adequate 


training of traditional birth attendants; 


improved access to’ effective contraceptive 


services to reduce the incidence of illegal ab- 
ortions; better management and humane 
treatment of the consequences of illegal 
abortion; availability of reproductive health 
services (including information and education) 
for adolescents; and programmes for control 


of diseases which may have a definite causa- 
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tive relationship to infertility eg. tubercu-— 
losis." 7 

At present,’ expert and expensive gynaeco- 
logical advice is indeed available to infertile 
couples who can afford it. The above guide- 
lines have been listed to show that such 
advice is a legitimate right of all women, 
who are the targets of birth control advice, 
especially since some methods of birth cont- 
rol may often be the primary cause of inferti- 
lity. The example of Anjana of Bombay, 
however, shows how total is the lack of 
rapport between the formal health services — 
and women's varied health needs, including 
the need for babies. - 


Anjana had been trying for four years 
to have a baby but could not conceive. Tests 
at the government hospital revealed TB of 
the -uterus. She was not. told this but 
was put on drugs. After she started taking 
the medicine she experienced increased bleed- 
ing during her period and also spotting. Her 
discomfort was dismissed as psychological 
and the doctor told her to continue the 
drugs and come again after nine months. 
Anjana was not aware that she had TB and 
that she was being treated for the disease. 
In any case she thought that TB is only a 
disease of the lungs and had no idea that 
it could affect her uterus. Besides, she had 
sought treatment to be able to conceive and 
had assumed that the drugs were meant to 
help her have a baby. When she found 
that she could not cope with the bleeding, 
which she attributed to the pills, she stopped 
taking them. 


Maternal and child health 

The idea in integrating FP with MCH is 
obviously to ensure better credibility for 
FP promotion. But since FP performance has 
targets while neither MCH_ nor primary 
health care are allotted any targets, health 
personnel have invariably been more pre- 
occupied with FP than any other health 
care service. This has backfired on both 
aspects’ as countless examples from _ social 
science research have shown. Sheila Zurbrigg 
writes of the alienation between héalth wor- 
kers and villagers because of the monthly 
sterilisation. quotas set for all PHC workers’: 
"For the average labouring family, children 
represent the only wisp of-*security for 
_ their lives. For this to be threatened py the 
health workers promoting family planning - 
and this coming from workers who are envi- 
ably secure themselves - is often the 'last 


straw’ in breaking any bond of understanding | 


or trust between them. Preventive services, 
such as DPT and Tetanus immunisation, 
have thus been tainted by the forced eager- 
ness of field workers for sterilisation recruit- 


ment. Villagers have come to view most 
health services with the suspicion and 
negative feelings they have for FP and 


therefore tend to reject both." 


The pressure on ANMs and other women 
paramedics to achieve their FP quotas makes 
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them unpopular with the village folk, with the 
result that their services for MCH tend 
to be utilised by the local elites only. There 
is also a cultural gap and the contempt often 
expressed by health personnel for "illiterate 
villagers" intensifies . that alienation. In 
a study of a UP village’ it was found that. 
women had more faith in the local dai than 
in the ANM whose method of delivery was 
alien to them. "The emphasis on her role as 
an FP worker also created problems as the 
women did not want to call her for delivery 
for the family feared that she may do some 
mischief and make the women infertile." 


The authors add: 

"Only at the time of crisis women turned 
to health care institutions: Not much atten- 
tion is paid to the cultural and social dimen- 
sions - life style, value system, local customs, 
beliefs and practices relating to pregnancy 
and child-birth - in the delivery of MCH to . 
women." | | . 


The shortcomings of MCH services have 
to be seen in the total context of how the 
formal health services function in an unequal 
society, and the low status of women within 
a patriarchal structure which affects their 
access to health care. For this, a complete 
discussion on Women and Health (reproductive 
health being only one aspect) would be nece- 
ssary, which is not feasible here. In_ the, 
present context it is necessary to understand 
that the integration of FP with MCH is 
a hollow claim. A great deal of current 
FP propaganda is aimed at creating a totally 
false picture of a complete package of ser- 
vices for pregnant women. and mothers of 
which FP is supposed to be only one of the 
ingredients. It should also be noted that ~ 
since FP is part of MCH, it leaves outside 
its purview other groups like the unmarried, 
divorced and widowed ahd of course, men. 


Training of dais 


The WHO and the Health Ministry have 
been constantly emphasising the importance 
of the dai training scheme so as to reach 
better obstetric care to the large majority. 
of women who are not able to avail ‘of 
formal health care service for ~ child-bintth. 
One trained dai for every villdge: is the 


BOX 28 
Coping with infertility 


Infertility can be defined as the inability 
to conceive, impregnate or Cally a pregnan- 
cy to term, including a history 0f sponta- 
neous abortion or still-birth. Sterility means 
complete and permanent inability to con- 
Ceive ot impregnate, even after treatment. 
Infertility of women is said to account $01 
50-70 per cent of all infertility. But men 
ate less likely.to be examined, and usually 
only after all possible sources 06 infertility 
in the women have been investigated. Many 
men tefuse to be examined, believing 
that sexual potency is proos they are fertile. 


A major cause of infertility is sexually 
transmitted disease. In men STD can lead 
to genital infection causing blockage of 
sperm ducts ot impaired sperm production. 
In women infection can lead to pelvic in- 
flammatory disease (PID) which starts in 
the vagina and cervix and spreads to the 
upper reproductive tract i4 untreated. 


PID can also result from infections follow- 
ing bitth ot abortion i% these are not 
done in sage conditions. Infection after 
bitth not only causes infertility, it & 
also a cause of many women's deaths. — 


Some studies have shown that heavy drink- 
ing of alcohol, smoking, use of narcotics, 
barbiturates ot matjuana may vigorously 
reduce fertility in both men and women. 


There is 


proclaimed goal of the Sixth Plan. 
this pro- 


not enough evaluatory feedback on 
gramme but available information suggests 
that there are many hurdles®. There is a lot 
of hostility between 'trained' health workers 
and ‘untrained' dais 7nd the process of 
'training' fails to take into account the 
rich experience the latter already have, as 
well as their knowledge of beneficial tradi- 
tional practices (such as squatting during 
labour.) Besides, the dais -ften belong to 
'untouchable' castes and hence their role 
aspects of MCH other than management 


in ? : 
of labour and delivery cannot be integrate 
so easily in traditional settings. Curiously, 


in the official statements on dais training 


in safe obstetrics, -and their possible poten- 


Exposure to toxic substances especially 
at the workplace can also affect fertility. 
Radiation impaits sperm production and 
can also affect women's ability to. con- 
ceive. Exposure to heavy metals such as 
lead ot cadmium and exposure to pesti- 
cides can affect fertility. Thus infertility 
can be closely related to occupational 
health hazards. 


Public health programmes to combat and 
treat STDs, improved care during and 
agter bitth and pregnancy, safe abortions - 
all would help to reduce infertility by pre- 
venting infection. Health and safety 
measures at work would make a diffe- 
tence. Use of condoms o1 diaphragms 
as contraceptive methods also help by 
helping to prevent STDs. 


Some causes of infertility are untreata- 
ble while others are easily dealt with. 
Some treatments may be prolonged 
and costly, thus only available to the 
uch. Counselling and support should be 
avatlable to help people cope with infer- 
tility im a world that demands child- 
beatung. 410m all women. Social attitudes 
need to be challenged on this, and men's 
belies that childlessness is cause 401 vio- 
fence and divorce should be opposed. 


- Condensed f10m ICASC Newsletter No. 12/13 


™S 


women who 


tial as FP services providers, no mention | is 
made of training dais in safe abortion techni- 
ques. : 


known that large numbers of 
lack access to legal abortion 
(which should be but is not freely available) 
seek abortion services from. daise Many, who 
can go to hospitals, don't for fear of being 
sterilised. The possibility of imparting abor- 
tion training to dais needs serious considera- 
tion,. but this will require’ much _ lobbying 
by women's health groups because the offi- 
cial health system is unlikely to be willing 
to impart technological expertise to a sec- 
tion which has so far been effectively kept 
out of the formal health structure. 


It is well 


Some other aspects of child-birth also 
deserve attention. It is often argued that 
high maternal mortality is a_ result of 
excessive child-bearing, and so are anaemia 
and malnutrition. The answer offered, there- 
fore, is "family: planning" which really means 
acceptance of contraception. Lack of ante- 
natal care, lack of enough food,. poverty, 
over-work and ill-health plus women's lack 
of- control over their own lives are the 
real causes. To imply that contraception 
is an answer to women's social and economic 
problems is cynical to say the least. How- 
ever, this being the overall philosophy 
in linking MCH with FP, a great deal of 


effort goes into researching and introducing - 


new contraceptive technology. And yet, a 
simple technology for early pregnancy test- 
ing, which is something women desperately 
want, is beyond the reach of most. The 
continued misuse of the combination hor- 
mone drug for pregnancy testing, in spite 
of the fact that it may cause birth defects, 
is a reflection of the 
the health authorities 
and their babies. This drug, which was 
banned in 1982 after health groups 
over the country campaigned against it, 
continues to be sold today because the 
drug firms have got a stay order from 
the High Courts and the government on its 
part is apathetic in pushing this case through 
a long legal battle. . | 


have for mothers 


Child survival 
Ever since 1980 and the WHO code 
on promotion of breast-feeding, much empha- 
sis is being laid on "child survival" as a 
strategy to keep down the birth rate. (It 
sounds cynical but the calculation is: [f 
fewer babies die, fewer babies will be 
born.) Eyen if the basic motive is population 
control, any strategy aimed at preventing 
. babies dying needlessly is to be welcomed. 
But we must ask: at whose cost? The child 
survival strategy consists of prolonged breast- 
feeding (which helps the baby and also 
provides natural contraception), immunisa- 
tion against childhood . diseases, growth 
monitoring and oral rehydration therapy 
to prevent diarrhoea deaths. ~ The 1984 Unicef 
report on the State of the World's Children 


level of concern. . 


all 


called for “empowering mothers" with the 
knowledge of these four formulae. But mo- 
thers cannot shoulder this big responsibility 
unless there is radical change in their living 
conditions. ee? 


sheila Zurbrigg- has shown how the condi- 
tiuns and hours. of work for: labouring women 
are’ directly responsible for the high levels 


‘of malnutrition and illness. ih.. children. A’ 


major factor leading to’ childhood malnutri- 
tion is the absence of the mother from 
the home during the day. She can neither 
breastfeed the child adequately, nor ensure 
supplemental feeding and she is in no position 
to. administer “round-the-clock ORT:- to -:a 
child with diarrhoea... The Unicef in its 1985 
report admitted clearly all these problems 
and stated: "Progress in women's rights. is 
possibly the most important of all advances 
for improving the lives of women themselves _ 


‘and for supporting mothers in’ the task of 


using the new techniques to bring about 


a revolution in child survival." 


Thus, breastfeeding and ORT by. themsel-- 
ves cannot be touted for child survival with- 
out better working conditions for women, 


‘minimum wages, maternity leave and, most 


important, the leisure. 
for one's baby. It appears that we need a 
revolution in women's conditions first, before 
the revolution in child survival.can be achie- 
ved, -and through that a possible fall in.— 


birth rate. 
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to be able to care ° 


Religion, the state and women’s rights 


The well-known Slogan of feminists in 


the West fighting for abortion rights is: "Not 
the Church, Not the State, women 
decide our fate." Women's rights.to contra- 
ception and 
their choice has been endangered by state 
policy as well as by the religious establish- 
ment in different countries and this applies 
not only to abortion but to 
rights as a whole. In India, because of the 
government's anti-natalist policy, access to 
contraception is theoretically without any 
curbs, but it has been seen’ that women are 
often denied the methods of their choice, 
denied full information about side-effects 
Or are used as 
contraceptive research. The world-wide pic- 
ture on reproductive rights shows that access 
to contraception is often dependent ..on 
whether the authorities wish the birth rate 
to fall or rise. In countries which seek to 


shall. 


to contraceptive methods of 


reproductive | 


unwitting guinea-pigs _ in © 


achieve a drastic fall in birth-rate the use © 


of disincentives often constitute: an attack - 


on individual rights. In the ‘Indian context, 
numerous Suggestions’ have been frequently 
made to withhold various amenities, and faci- 
lities (housing, bank-loan, increments etc.) 
to couples violating the two-child norm, in- 
cluding denial of educational opportunities 
to the third and subsequent, children. Among 


the most heinous of suggestions made by the — 


Khosla Committee in 1983 was a __proposal 
to deny maternity benefits to women who 
bear more than two children, and increase 
in hospital charges for the! delivery of the 
third and subsequent children. 


We need more information on what pre- 
cisely are the prevailing rules regarding 
maternity benefits. in relation to family 
size enforced by various state governments 


and private employees and_ challenge all 
curbs as unconstitutional. The /Status of 
Women Committee report. mentions that 


some state governments do have such--rules 
affecting women with more [than three child- 
ren. "In Madhya Pradesh, wq¢ met a group of 


women teachers who complained bitterly 


easure has resulted in a number 
tn ite he the day before 


of them having to work til . 
the child was born." Denial of jobs to preg- 
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. pregnant 


directed at 


nant women or to women who might become 
(like sacking girls when they 
marry) is also an attack on reproductive 
rights, and such curbs are likely to exist 
especially in countries. with anti-natalist 
policies. In 1983 there was much press co- 
verage on how married interns of Lady 
Hardinge Medicat College Hospital (a govern- ° 
ment institute) were made to take pregnancy 
tests before appointment and if they become: 
pregnant during the tenure were told to 
abort or quit’. To the best of my knowledge 
the rule remains unchanged despite protests 
and questions in Parliament. 7 


Another aspect is breastfeeding. With 
research findings having clearly established 
the contraceptive effects of breastfeeding 
and its importance for child survival, the 
WHO has emphasised that breastfeeding 
should be encouraged as part of FP policy?. 
Since a great deal of high-power FP is 
women who have just given 
birth, through the post-partum programme, 
it is important to ensure that hormonal 
methods like the~ Pill are not given. to 
lactating. women since it can affect milk 
output and may also affect the baby through 


‘the breast-milk. However, it is unrealistic 


breastfeeding promotion 
feasible for working 


about _ 
making it 


tO. talk” 
without 


-mothers to breastfeed their babies ~adequa- . 
- tely, through suitable maternity legislation, 


and job prptection especially for women in 
the unorganised sector. Thus, in _ India, 
in addition to the struggle against forced 
contraception. or conditional contraception 
(like aborfion only on acceptance of sterili- 
sation or IUD), the issue of reproductive 
rights is closely related to the. question 
of married women's right to work and right 
to protection from dismissal and just work- 
ing conditions for pregnant women = and 
mothers. : 


In addition to state policy and its impact 
on reproductive rights, we in India have 
to be vigilant about communal politics and 
the stand taken by religious leaders regard- 
ing FP, because of its possible impact on 
women. One of the constant bogeys being 


raised by Hindu communalists 1s that FP is 
being thrust on Hindus while Muslims are 
allowed to breed freely. Besides fanning dan- 
gerous communal passions, a trend is emer- 
ging of glorifying Hindu mothers who bear 
many children. 


Recently, in Kancheepuram, four women 
who had borne 10 children, all alive, were 
honoured by the ‘Hindu Munnant' with © the 
title ‘of "Veerathai" (Brave mother). They 
were given a cash prize of Rs. 500, a saree 
and a blouse. (Patriot, January 19, 1985). 
The awards were distributed by the Kanchi 
Sankaracharya and the four mothers were 
selected from 67 who had entered the "con- 


test." The other 63 were given a cash prize 


of Rs.l00 and a saree each. . 


Earlier, the Sankaracharya is reported 
to have told the Press ({[ndian Express,. July 
4, 1983) at Vijayawada that "though Hindu 


dharma is against family planning" he would ~ 


not hesitate to recommend it to Hindus in 
the "national interest" provided it was "made 
compulsory. for all Indians irrespective of 
their religion." (Note that there is no mention 
of birth control as a right.) 


Against this, we must see how emerging 
fundamentalism in Islamic countries is coming 
down heavily on birth control and the possi- 
ble impact this: may have on orthodox Muslim 
circles in this country, Communal 
holds the possibility that the male religious 
bastion of both communities. may create fear 
of birth control as being 'sinful' and thereby 
erede the reproductive rights which Indian 
women at present enjoy because of the £o- 
vernment's anti-natalist policy. 


It is also necessary for women's groups 
to collect data on how existing religious pre- 


ssures in different communities affect wo- 
men's rights to contraception. There is 
hardly any information for example about 


the Catholics of this country and how Catho- 
lic women are affected by their church's 
stand on contraception and how they cope 
in the face of these curbs. Recently I came 
across an instance of a Catholic domesti¢ 
servant who was desparate to have an abor- 
tion but had to seek help without the kKnow- 
ledge of either her husband or her ‘community. 


hatred. 
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She was further intimidated by the ultima- 
tum reportedly circulated among her commu- 
nity by the prieSts that, anyone who violated 
the church's instruction forbidding contra- 
ception would be denied burial in the ceme- 
try. The legality of such a directive seems 
dubious, but as I mentioned, a lot -more in- 
formation: is needed before this issue can 
be meaningfully discussed. Similarly, we 
need to know more about cyrbs on contra- 
ception as preached among the other reli- 
gious communities in India, and the. prob- 


lems faced by women of both rich and 
poor classes. . 
The world scene 

‘In .many Western countries, especially 


where the Catholic Church -has. clout and. 
where conservatives are politically power- 
ful, abortion is either illegal or heavily res- 
tricted. Cases ‘of sterilisation abuse against 
the poor are rampant in those developing 
countries which ‘are aggressively anti-nata-_ 
list and where sharp economic — inequities” 
exist. In this regard the treatment of black 
and coloured immigrant~ women -in_ the 
USA (through conditional abortion and forced 
sterilisation) is similar to the treatment of 
the poor in the developing countries. 


An ironical factor is the alarm over — 


‘falling birth rate in the developed nations 


and the state machinery's. efforts to encou- 


‘rage the women of these countries to have 
more babies. 


While in some countries like 
Russia, France, Hungary, West Germany 
etc., this anxiety has taken the form of 


offering liberal maternity benefits and indu- 


cements to have more babies, in a country 
like Romania the pro-natal government has 
imposed heavy restrictions on contraception: 
and abortion, thus attacking reproductive 


‘rights. Again, on the one hand there is a 
- country 


| like USA where conservatives are 
powerful and lobbying hard to restrict the 


‘right to abortion and on the other, there: is 


a country like China, which i$ aggressively 
promoting one-child policy and trying to 
achieve, it not only through strong dis- 
incentives but also, reportedly through 
forced abortion of a second pregnancy, for- 
ced acceptance of IUDs and heavy pressure 
to accept sterilisation. And finally, there 


BOX 29 


Abortion laws and politics 


Over the past 15 years, a large number of 
Countries have liberalised their abortion 
laws to various degrees, notably Austria, 
Canada, the People's Republic 04 China, 
Cuba, Denmark, Finland, France, GDR, 
West Germany, India, Italy, Netherlands, 
Notway, Singapore, Sweden, Tunisia, UK, 
USA and Yugoslavia. Four countries in 
Eastetn Europe adopted more restrictive 


legislation than previously in force: Bulga- 


ua, Czechoslovakia, Hungaty and Romania. 
Fout other countries liberalised their 
abortion policies and tater 
more restrictive: 
and USA. 


Majot 1easons advanced by advocates of 


fess restrictive legislation in matters 
0f abortion and especially of abortion on 
request, have been consideration of public 


health, social justice and .women's rights. 
A desize to curb population growth in the. 


intertest- of economic and social develop- 
ment has been an explicit r1eason—for the 
abortion of non-restrictive abortion poli- 
cies in only a few countries, such as Singa- 
pore and Tunisia and more recently China.” 


: made them 
Iran, lsrael, New Zealand. 


and facilities 01 


Opposition to the liberalisation of abortion. 
laws has come traditionally from conser- 
vative groups, mainly on moral and rzeli- 
gious gtounds with the Roman Catholic 
Church the most vigorous and articulate 


‘opponent. Anti-abortion policies are also 


favoured by fundamentalist Protestants and 
Muslims and by orthodox Jews. Concern 
about low bitth rates has been a major 
reason for recent restrictive legislation in 


Eastetn Europe. 


Many countuies have "conscience clauses" 
exempting physicians, nurses and/or other 


‘Atagh ftom participating in abortion proce- 


dures: if they~have religious ot philosophi- 


cal ~objections. A statute authorising 


abortion on request does not guarantee 


that the procedure is actually available - 
‘to all women who may want thei pregnan- 


cied terminated. Lack of medical personnel 
conservative attitudes 
among physicians. and hospital administra- 
tors may effectively curtail access to abor- 
tion .especially..for economically or socially. 
deprived. women, as in parts of Austra, 


- France, W.Germany, India, Italy and USA. 


- Condensed §10m Induced Abottion; A Would Review, 1983 
by Chustopher Tietze, Population Council, New York 


are countries «like Singapore which have 


adopted .the eugenic policy of urging. the 


‘educated to have more children while enforc- 
ing. curbs on the population growth of. the 


_ poor. The following round-up of news items 


gives an idea of the current world reproduc- 
tive rights scene: 


"Pretoria government sterilising black wo- 
men" (Patriot, July 20, 1985) 

picireasine, legates et os. corte 
Shope of the eet etions aga 
Sper Be erowth of the Black population 


Ms Gertrude — 
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through forced sterilisation of women and 
by administering Depo Provera, an injectable 
contraceptive ‘banned in most Western 
countries. White. women on the other hand 
are being encouraged "to have a baby for 
Botha." 


"Reagan wants decision on abortion reversed" 
(Patriot, July 17, 1985) 


US ‘Presidént Ronald. Reagan's adminis- 
tration has asked the Supreme: Court to 
overturn its landmark 1973 decision legali- 
sing abortion. The Justice Department has 
asserted that States must be allowed to 
place some restriction on abortions. 


"Special incentives" (Hindu, May 22, 1984) 


Each family of nine or more children in 
Sudan will be awarded a gold medal, those 
with seven will receive silver medals and 
bronze medals will be given to parents with 
five children. The Sudanese President has 
ordered special incentives to promote a birth 
boom in his country. 


"Pakistan bans birth control" (Patriot, March 
22, 1984) 


Pakistan's "Council of Islamic Ideology" 
has outlawed birth control saying that con- 
traception is forbidden by Muslim tradition. 


"Malaysia: Looking forward to _ population 
explosion" (Patriot, January 14, 1985) 


The Malaysian government has begun to 
offer financial awards for large families. The 
country's young women have been urged to 
marry early and have more children. Accor- 
ding to an item in Newstime (August 11, 
1984) Malaysia's new policy places an added 
burden on married women by _ increasing 
their traditional role of child bearing and 
rearing. "Women are worried their husbands 
may marry more wives under .the pretext 
of abiding by government policy." 
husbands in Malaysia are allowed four wives. 
"Ostracised for birth control" (Patriot; 
January 1, 1984) | 

When Sameda Khatun of Bangladesh died, 
her husband could not bury her in the commu- 
nity graveyard because ‘village elders objec- 
ted. She had undergone a tubectomy two 
years earlier which -had enraged conservative 
elders in their village where many people 
believe birth control is anti-religion. 


"Romania orders women to have three child- 


ren’ (quoted from The Guardian in ICASC 
Newsletter, July 1984) 


On International Women's Day the Roma- 
nian president told women it was their pat- 
riotic duty to have three or four children. 
None of the usual contraceptives are avai- 
lable in Romania. The country which had a 
liberal abortion law in the 1950s banned it 
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in 1966 because of the drop in birth-rate. — 
(The 1984 World Development report of 
the World Bank says that in Romania mater- 
nal mortality due to illegal abortions has 
sharply risen and continues to rise). At pre- 
sent pregnant| women are monitored to 
ensure that their pregnancies are not inter- 
rupted. 


"Japanese anti-abortion bill shelved" (ICASC 
Newsletter 12/13 


A Bill to take away women's right to 
abortion on economic grounds was shelved 
by the Japanese Parliament after a cam- . 
paign by 70 women's groups. 


"Sri Lanka abortions cause concern" (People, 
Vol. 11, No.2, 1984) : 


Abortions are _ heavily restricted in 
Sri Lanka where other .FP methods are freely 
available. Complications and deaths resulting - 
from illegal abortions are high, especially 
among’ the poor. Religious opinion, both 
Buddhist and Christian, is strongly opposed 
to any relaxation of the abortion laws. 


"Graduates urged to be mothers" (People, 
Vol. 11, No.l, 1984) i 


the Singapore . 


Quoting birth statistics, 
Prime Minister has noted that educated 
women have fewer children and if the 


-pattern continued, "the quality of the popula- 


tion will be lowered." The scientific basis 
of such an assertion has been’ questioned 
by intelléctuals. A former deputy prime 
minister ‘has said that educated women 
will not want to be treated as queen-bees 
nor was there any justification to assume 
that children born to parents with lower 
education will not emerge as _ talented 
leaders. (ICASC Newsletter, July 1984 adds: 
the Singapore government has changed the 
rules for school admission so that women 
with a university degree and three children 
may send their children to any primary 
school they want. An '‘'uneducated' mother 
officially described as having no 'O' levels, 
must have no more than two children and 
be sterilised to have similar school privi- 
leges. The policy has been condemned 
by activist groups as racist and elitist.) 


"Iran turns back the clo 
No.3, 1983) 


More babies are being born in 
hospitals and the government is proud that 
Its population growth rate has almost doub- 
led. The Islamic government began by stopp- 
ing education about contraception and encoy- 
raging people to please God by having as 
many children as God enabled them 
Contraceptive supplies are difficult to 
tubal ligation and vasectomy are. 
and abortion carries stiff penalties for 
- one concerned. 


Iran's 


illegal 
every- 


Some lessons from the_world scene for 
us in India are in the nature of warnings of 


how state and religion can curb reproductive 
rights. Where religious heads are powerful, 
even when state policy on contraception is 
liberal, there may be pressure on women 
under the patriarchal family structure in 
which religious structures hold sway, and 


ck" (People, Vol. 10, 


to.” 
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where husbands and = mothers-in-law may 
regard contraception as sinful. In countries 
offering incentives for more babies, once 
again there can be pressure from husbands 
and patriarchal families on women to be- 
come pregnant and there may be a conse- 
quent denial! of contraception. And finally, 
when state policy is eugenic, there may be 
withdrawal of contraceptive facilities from 
the better-off who are urged to breed 
more, while continuing to pressurise the 
poor to get sterilised. Countries which ini- 
tially .ttberalise abortion for the purpose of 
population control rather than for protection 
of women's rights are equally capable 
of withdrawing abortion’ rights either to 
“meet their demographic goals (raising the 
birth-rate) or because of political pressure 
from conservative and religious groups. 


~ Reference 
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Operation brainwash 


The FP propaganda machinery has come 
a long way from the days of innocuous slo- 
gans like Do ya teen bus and Delay the 
first, stop after the second.. In addition to 
using various print and. audio-visual media 
to plug the message of family planning, the 
state's educational set-up is being geared 
up to utilise in a big way the curriculum 


from primary school level upwards, through. 


what is called "population education." The 
dominant ideological content of. the FP me- 
_ssage which is thus sought to be propagated 
is: the small family is a happy family; family 
planning is in national. interest and a veri- 


table duty to one's country; -all prevalent. 


social and economic evils as well as the 
backwardness of major sections of the people 
are a direct consequence of population 
growth; the solution ‘to “this is birth-control; 


and, this country cannot progress unless popu-. 


lation control is effectively: implemented. 
We need to examine which sections of’ the 
people are being bombarded with _ these 
messages, 
being shaped and fostered and what will 
be the impact’ of this on the direction and 
content of FP policy. 


It has already “been seen that drastic 


population control measures lead to erosion 
of human rights while leaving untouched the 
socio-economic structures of injustice which 


make the small family an unrealistic norm - 


for the masses. Aggressive FP promotion has 


also been seen to aim at women of the . 
poor sections as targets. The backlash of. 


aggressive FP is felt mare severely by. women 


who are victims of the patriarchal society 


in addition to being victims of an unjust so- 
cial order. The use of media-and population 
education by the. establishment contribute 
to the strengthening of the ideology which 
results in drastic population’ control measures 
and hence this aspect needs to be understood 
and countered by all progressive sections. 


Population education 


This programme of PE is being worked 
out by the Government of India in collabo- 
ration with UNESCO and UNFPA and, as can 


what kind of attitudes are thus 
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the 


be seen from frequent news items on semi- 
nars and workshops, the dollars are being 
lavishly poured into the programme. To 
give just one example, a population educa- 
tion cell in the Directorate of Education 
in Delhi plans to have 112 workshops during 
a six-month period to train 5,600 teachers. 
PE will be introduced as part of social 
science and life science subjects (Patriot, 
August 23, 1984.) 


It is obvious that PE will reach mainly | 

comparatively more privileged class 
which has. access to formal education. 
(One need not quote statistics on literacy, 
economic background of school attenders, 
drop-out rates etc., to prove this fact to 
people familiar with the Indian scene.) A 
large number of the _ children,’ possibly. 
the majority, will be coming from homes 
where the small family is already likely to 
be a norm since small families are a direct 
result of better living standards. In effect, 
therefore, Operation Brainwash will help’ 
to convince the children of the better-off 


that it is the poor, the illiterate and the 


uneducated who are breeding irresponsibly. 
That these people don't know what's good. 
for them and they don't know that they 
are harming the country by their thought- 
less behaviour. Therefore, the poor should 
be 'educated' into accepting family planning. 


If they do not respond to education, then 


_— 


the unspoken approval will be for compul- 
sion for their own and for the nation's 


“good. 


PE in its present conceptualisation does 
not include a discussion on why the poor 
have large families, how socio-economic 
inequalities contribute to this phenome- 
non and how poor people fail to get contra- 
ception of their choice when they seek 
it. An activist who was formerly at the 
NCERT and is now working with Kishore 
Bharati in Madhya Pradesh has sent mea 


paper which she and two colleagues read . 


at a PE ‘seminar in Bhopal in 1983. Some of 
the examplés they quote of "lessons" which 
May be incorporated into school level 
curricula are disturbing to say the least. 


BOX 30 


Barth control, population control, whose control? 


With the development of contraceptive 
technology, a _ contradiction developed 
between potential self-control by women 
and control over women's bodies by hus- 
bands, physicians, religion, state and fé- 
nally, multinationals. The use of the 
words 'bitth control’ today is confusing. 


On the one hand it may tefer to the 
feminist view that bitth control is the 
material basis of women's emancipation, 
since it can eliminate control of men 
over women's bodies; it is seen as the 
—etucial effort at sexual and reproductive 
-self-determination and at control over 
het own person and her own environment. 


On the other hand, bitth control has 
become associated with population control 
and 40 with its prescriptive, even coercive 
programmes, urging birth rate reduction. 


' Although population control and feminist 
bitth control seem to have some common 
interests, such as 
contraception, spreading of ~nformation 


better and legalised 


about contraception etc., these. interests 
diverge when we have a closer look and 
population control can be seen as strongly 
opposing ‘teproductive self-control. Birth- 
control could lead to women's 41eedom; but 
when it is presented by pepulation contro- 
tlers, then a heavy sexise patriarchial bias 
becomes manifest. | ) 


Population controllers encourage the 
development of contzaceptives because 
of thei effectiveness and the possible heal- 
th hazatds are hardly taken into account, 
Women of minority groups or in the Thiad 
World arte often used as guinea pigs in the 
name of "development through birth rate 


seduction programmes." Population control- 


fers support legislation of contraception 
and sterilisation, but not forms of bith 
control that let women make their indepen- - 


dent decisions. The feminist birth control 


movement wants of course effective con- 
traceptives, but is very alert on possible 
harmful side-effects. It advocates for gene- 
ral women's health care and control over 
theit own bodies through appropruate know- 
ledge, care, medicine and contraceptives. 


- Loes Keysers, condensed from Background Papers 1981, BUILD Documentation Centre 


Poverty, unemployment: and pollution are 
all described as consequences of population 
growth. Simplistic causal relationships are 
drawn. "In a house with many people, dry 
food is eaten, children become labourers and 
cannot go to school. If we have small fami- 
lies, we can give children food, education 
and clothing." Images from mythology are 
freely adopted - "Rama had only two sons, 


God Himself is pleased witn small families - 


and He destroys big families like those 
of Ravana and the Kauravas." There is no 
critique of the existing socio-economic sys- 


tem and population alone is depicted as the 


root cause of all problems. 


Students exposed to this kind of reason- 


8) 


ing from an early age are likely to accept 
and approve of future coercive trends. 
in FP policy as necessary in national inte- 
rest. Young people are already receiving 
from all quarters FP messages with a dis- 
tinct class bias. At a workshop in Hydera- 


bad (Newstime, February 21, 1984), the 
Director of the Centre for Population 
Studies in Osmania University, is reported 


to have said that educated youth must come 
forward to explain to uneducated youth 
about the need for population control. 
And the Vice-President, Mr. R.Venkataraman, 
while laying the foundation stone for a 
condom factory “near Belgaum, stressed 
the need for "educating the poor" on FP 
programmes. (Hindu,Oct. 17, 1984). 


A random study of letters to editors of 
national newspapers will show that already 
the literate middle-class public is very much 
in favour of stringent population control 
measures. (One letterwriter in Newstime, 
advocates life imprisonment for those who 
violate the two-child norm:) } 


Much earlier, the National Population 
Policy statement of 1976 had expressed the 
view that "public opinion is now ready to 
accept much more stringent measures for 
family planning than before." When these 
stringent measures were aimed at men of 
the disadvantaged sections, there was a poli- 
tical disaster. But now FP is being overwhel- 
mingly directed at women, and with the 


middle-class public. fully approving of strin-_ 


gency, the consequences for women need 


hardly be spelt out. 


If population education need be included » 


at all in the curricula, we must demand 
that’ all aspects of the issue be taught. 
Some proponents of the "non-prescriptive 
approach" have argued. that PE should be 


"value-fair", even if it is the overall obyec- 


tive to promote the ,small family norm. "In 
other words, even if the goal is to reduce 
fertility, different views should be presented 
so that students can learn to reason and to 
analyse population issues and reach their 
own conclusions. Proponents of this view, who 
include many Western educators, 
that population should be viewed 'not asa 
problem to be solved but as a phenomenon 
to be understood.' In non-prescriptive pro- 
grammes, the major goal is to promote 'popu- 
lation literacy' - an understanding of basic 
demography, the effects of population chan- 
ges, the interaction of population issues 


and government policies and the’ effects of 


individual behaviour on population trends:"* 
Audio-visual media 


At present, the. government controlled 
media of radio and television use jingles, 
commercial spots, short films, documenta- 
ries and animation films to propagate the 
FP ideology, and all these suffer from the 
same bias described in PE./ Some of the 
short films besides being appallingly crude, 


suggest 


_ are 
equate all‘ the country's pressing economic 
problems with the population explosion. 


also propagate sex-role stereotypes. A 
particularly odious short film on FP shows 
a man and his mother scrutinising answers 
to their matrimonial advertisement. After 
rejecting girl after girl, the ‘ideal’ is chosen 
- this girl writes that she would not expect 
any servant to do the housework but would 
herself be-a servant to husband and mother- 
in-law. The boy then 'interviews' this girl 
and the match is clinched when the girl 
coyly tells him that a small family would 
be their passport to heavenly. bliss. This 
film, which is calculated to leave one speech- 
less with repulsion, was shown by Doordar- 
shan at prime time on a Sunday morning. 


4, 

-At the other extreme are the condom 
ads in the glossy magazines which sell 
the idea of brute male aggression bordering 
on an instigation to rape. And in between 
the numerous’ cartoon films which 


It is difficult to know where to begin 
in order to counter this massive media hard 
sell of population’ ideology. Perhaps we 
should start by monitoring ail these media 
strategies and protest, loudly against crude- 
ness, stereotypes and. propagation of false 
causal relationships. In addition, we have 
to devise methods of using the media our- 
selves to put across the explanations and 


‘arguments about the population issue which 


the public is unaware of. A lot of very 


. well-meaning people are also sold on the 
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idea of population being the root of all 
evil thanks to the relentless propaganda. 
They have no access to the journals and 
books ‘which publish the analysis and criti- 
ques worked out by progressive thinkers 
and writers. Unless these ideas also find 
their way into the mass media, the people 
at large will continue to be brainwashed 
by the establishment ideology. Articles in 
the print media, letters to the editor, 
TV panel discussions, especially through the 
women's programmes, short films, video, 
documentaries - we need to co-opt all 
these media, demand radio time and TV 
time to state ‘our views and also’ make more 
effective use ot the press to present the 
people of this country with a more balanced 


Picture of Population 'problem', 
also” have to devise methods of using the 
media to give people more information about 
birth control which they don't get from con- 
ventional sources: like side-effects, relevant 
facts about different methods and most 
important, what are the people's rights re- 
garding birth control and how they can de- 
mand these from FP providers. The concept 
of FP as a right must replace the present 
ideology of FP as a duty. And women's 
groups have a tremendous role in this since 
birth control is very much a women's issue. 


_ Tailpiece 


The Delhi newspapers have in recent 
years published many davp ads announcing 
FP camps with cash incentives and prizes 
like watches and pressure cookers. In Punjab, 
lotteries and raffles have been started‘ to 
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entice more acceptors. A press ad of one 
lottery .mentions a first prize of Rs.: one 
lakh. A series of Punjab government ads 
have eulogised laparascopy in the most 
unethical and unscientific terms. (See ad 
alongside, from (Patriot;,April 13, 1985). It 
is strange that a_ progressive newspaper 
like Patriot accepts such ads. Further, in 
the light of the findings of social scientists 
regarding the adverse effects of tubectomy 
on rural Punjab women (see section on 
sterilisation), such ads should not be allowed 
at all. Thus, in addition to monitoring the 
conventional media for FP propaganda, we 
also have to be on the look-out for unethi- 
cal press ads which have begun to appear on 
the scene. 
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V. Do women want FP? 
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Because such a thing as an FP programme 
exists, most women from the better-off 
sections, who also have access to sympathe- 
tic and competent medica! advice, are more 
or less able to use birth control methods of 
their choice. The preceding chapters have 
shown that because of the ideology of 
population contro! and its objective of 
curbing the birth-rate of the poor, women 
from the disadvantaged sections are often 
not helped but exploited by the FP pro- 
gramme. To sum up briefly they don't 
have access to methods of their choice in- 
spite of the policy statement that the Indian 
FP programme believes in the "cafeteria" 
approach. They are not given full informa- 
tion \about the’ possible side-effects and 
long-term risks of the methods they accept. 
They fail to get sympathetic treatment 
when they experience side effects, and 
particularly no follow-up care. In. the enthu- 
siasm for achieving targets, basic safety 
norms are flouted and women's health is 
allowed to suffer. Abortion is often denied 
unless the women agree to sterilisation or 
IUD insertion. And sterilisation: is promoted 
as being quick and easy without reckoning 


‘the adverse impact on women who have to 


resume heavy manual labour soon after the 
operation. Unsafe mass programmes with 
hormonal contraception are being contem- 
plated although these will create further 
havoc in the lives and health of the target 
women. At the same time, the responsibi- 
lity of men in family planning is totally 
ignored, thereby increasing the burdens on 
women. Women are FP targets whose felt 


needs regarding primary health care are 


not met and who still don't have access 
to safe child-birth or safe abortion. 


-- Whenever women's groups protest against 
the directions in FP policy, they are often 
accused of being anti-birth-control. This is 
ridiculous. It is the demand of the women's 
movement that FP service providers should 
treat women as human beings without viola- 
ting their dignity and their human rights. 
Besides, as stated at the outset, women 
want not only birth control, they also want 
equality, better status, the right to work 
and decent wages, and a_ transformation: of 
the present oppressive patriarchal structure 
of society. To leave all these needs un- 
touched, and to only offer family planning 


as a universal panacea is to reject the very 
rationale of the women's movement. 


In recent years, the population control- 
lers have realised that education, employ- 
ment, higher age at marriage, and a general 
enhanced female status have an impact on 
family size. Women's welfare programmes 
are drawn up because they may result in 
a drop in birth rate. On the other hand, the 
women's movement regards these indicators - 
education, employment etc. - as goals in 
themselves and access to birth control as 
one more goal in the larger campaign for 
equal status and control over our lives. It 
so happens that despite the widely disparate 
motives, the population. control establish- 
ment may sometimes draw up policies and 
plans for women which are broadly in line 
with what women's groups are also demand- 
ing. Thus there exists a confusing dichotomy. 
It is vital for the movement to fully under- 
stand the women's perspective of FP in order 
to adopt appropriate action strategies. We 
should know clearly what to demand and 


what to reject; what to support and what - 


to oppose. 


For example, it is asked why do women's 
groups oppose the mass Pill programme and 
the injectables programme. After all, all 
contraceptive methods have | side-effects, 
why oppose only injectables. The entire ra- 
tionale of pushing hormonal contraception 
is based on a desire to control women with- 
out giving a thought to any consequences 
to their health. The lesson from Bangladesh 
is poised for repetition here. In the 70s, 
Bangladesh introduced a programme of 
"inundation" with the Pill. It was a failure 
and created havoc through irregular intake, 
especially by lactating mothers. Then an 
injectables programme was introduced, which 
has revealed that women are unable to tole- 
rate the side-effects. Now trials are -goin 
on with the implant. This will "fix" the 
women effectively for two to three years. 
The same pattern is being repeated in India. 
Because of the failure to promote and encou- 
rage safe barrier methods, failure to reach 
safe abortion to all, failure to offer sterili- 
sation backed by proper health care, and 
failure to provide IUD and Pill with adequate 
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follow-up care, women have been driven to 
ask for an injectable, and the authorities 
are eager to oblige. Past failures in offering 
FP services are being made the rationale 
for promoting injectables and implants with- 
out correcting the fundamental reason for 
past failure. This basic fault, which lies 
in the health service and the class bias of 
its personnel, remains unchanged and this 
same fault will render any programme 
with long-acting hormonal methods totally 
unsafe. 


Women in the West have had to fight 
for birth control while here in India the FP 
programme began to offer contraception 
even before the women in this country 
thought of demanding it as a right. The 
MTP Act was passed not because abortion 
was considered a woman's right but because 
it was seen as a useful tool. for population 
control. In fact the entire concept of birth 


control as a human right is submerged under 


an ideology of FP as a "national duty." 


And yet, women do want contraception 
and they do want the right to safe abortion, 
both of which are theoretically in line with 
FP policy. Thus the FP progrmme and ‘wo- 
men's demands sometimes appear to’ con- 


_ verge and this is a fact we .must use to 


our advantage and we can do this only 
if we clearly understand the difference in 
motivation. Women do want. birth-control 
but on their own terms, as a means of con- 
trolling their lives. The women's movement 
rejects the use of FP as a means for govern- 
to control women's reproductive 
function, in isolation from other measures 
to improve the quality of women's lives. 
The movement also rejects the notion that 
FP is a cure for the country's many prob- 
lems and demands that fundamental changes 
in the socio-economic structure accompany 
the provision of birth-control services. 


A word about abortion: It was pointed 
out in the section on the "Population Prob- 
lem" that the sense of powerlessness induced 
by poverty makes the very concept of 
"planning" unthinkable. As long as this situa- 
tion is unchanged, abortion will remain the 
only acceptable option to many women who 


want to have no more babies. Safe abortion 
for the masses is an urgent necessity even 
though the long-term goal of structural! 
social change will hopefully, eventually, ena- 
ble all people to feel confident of planning 
. families through contraception. An activist 
Paramedic friend working in a Bihar village 
writes to me: "Family planning is a virtually 
unknown thing for the women here. They 
may have some vague frightening ideas about 
an operation but that is about all. I doubt 
if the majority know it's possible to control 
the number of children you have. It's more 
common for women to ask for medicine 
to bring on a period than to ask for contra- 
ception. The death-rate from induced abor- 
tion is very high ideed." 


Friends sometimes ask: why do women's 
groups emphasise abortion rights so much, 
though they oppose certain hormonal contra- 
~ception policies. It is almost as though 
they consider abortion safer and better. It 
would be incorrect to say that the women's 
movement advocates abortion as the best 
contraceptive. But as long as basic condi- 
tions in women's lives remain unchanged, 
access to safe abortion would indeed be 
the most humane method. of family limita- 
tian for many women whose lives .are so 
deprived in so many respects. 

A final point which needs to be made 
ts- the manner in which the FP programme 
has relentlessly succeeded in alienating large 


sections of the population. Examples have . 


been given in the preceding chapters of the 
fear and distrust felt towards the entire 
health system as a result of FP policy. 
Because of this, even when there exists a 
potential for women, including poor women, 
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to benefit from FP services, they may 
be unwilling to avail themselves of it. 
The Status of Women report had noted: 
"During our tours we found that wherever 
the medical personnel and the village level 
workers were mature and sympathetic 
in their approach and worked with a sense 
of social commitment, their persuasive po- 
wer evoked a great deal of response. On the 
other hand there was considerable criticism ° 
of the 'motivators' most of whom are 
very young and inexperienced as well as 
purely untrained persons... An analysis of 
the tour reports reveals that the message 
of FP has reached almost everywhere, but 
access to health and FP services was most 
inadequate." To this, one may add that even 
when there is access, alienation may nullify 
it. 


Because of past and continuing abuses, 
the sense of powerlessness is strengthened 
and so also the sense of resignation to 
one's "fate" regarding the number of child- 
ren one might give birth to. To quote my 
activist friend again: "I would say the 
FP programme has not simply failed to 
make progress and create confidence, 
but has had precisely the opposite effect 
of frightening women. I had a_ discussion 
with some women here not long ago and 
asked whether they thought it was better 
to have a lot of children or a few. They 
answered it was best to have as many 
as God gave." 


To explain away this attitude as arising 
from illiteracy or superstition or fatalism 
would be both simplistic and cynical. Nobody 
can blame these women for considering Fate 
to be a lesser evil than governmental FP. 


By and for women: aUS example 


There are today some 200 women's health 
centres in the US providing information 
and in many cases direct health and FP servi- 
ces to women in a manner responsive to their 
needs and preferences and that involves them 
in the design and provision of services. This 
approach to delivering services was specifical- 
ly recommended by the International Confe- 
rence on FP in the 1980s, held in Indonesia 
in April 1981. In addressing the challenges 
facing FP programmes in the decade ahead, 
the conference noted that in many parts 
of the world, women often have little control 
over their decisions related to their own 
fertility. Furthermore, low levels of acceptan- 
ce and use of FP, which are characteristic 
of many programmes, often reflect a failure 
to design and provide services in a manner 
that is responsive to the needs and percep- 
tions of the users. 


In a special report entitled "Women- 
Oriented Health Care", Judith Bruce of 
the Population Council describes how women- 
oriented services are designed and provided 
at the New Hampshire Feminist Health 
Centre. 


The centre serves approximately 10,000 
women and was started because the women 
organising and _ receiving these _ services 
have been dissatisfied with the established 
health care system. How does the women's 
health care movement provide _ services 
and how do these differ from conventional 
services? What services do they offer and 
how do women respond? What is the ideology 
of the women's health care movement and 
how does it influence service delivery? Are 


these services viable as a sustained option? 
The answers are of potential interest to 
service providers in both developed and 


developing countries. 


The New Hampshire Centre is an impor- 
tant example of women designing, managing 
and directly providing health, contraceptive 
and abortion services to other women. The 
centre has 31 regular staff members plus one 
female and two male doctors hired on a conti- 
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nuous as-needed basis. The core members of 
the staff rotate responsibilities as much as 
possible so as to acquire diverse skills. The 
staff are trained in emergency medical tech- 
niques through a ten-week state sponsored 
course. Moderate fees are charged for 
abortion and. gynaecologica! services and mi- 
nimal or no fees for other health promotion 
activities. 


Despite the Supreme Court ruling of 
1973 making abortion legal in the USA, 
there is an unmet need and this. the centre 
fulfils - especially of some groups of women - 
the poor and adolescents. 


Vacuum aspiration is used and the centre 
has emergency back-up agreement with local 
hospitals. A low complication rate is seen of 
under 2 per cent, mostly post-abortion infec- 
tions and treated with antibiotics. The 
rate is equal to or-lower than the national 
average for first trimester legal abortion. 
Women are permitted to leave after 20 min- 
utes if their blood pressure and pulse are 
normal. They leave with an instruction sheet 
and an appointment for .follow-up care in 
two weeks. 


The centre also provides gynaecological 
service and contraception § information 
and counselling. Materials on these topics 
are published along with a quarterly journal 
on women's health and related issues with in- 
formative tips on self-care in health. 


Perhaps the centre's most important res- 
earch effort is the reintroduction of the cer- 
vical cap as a contraceptive device. The cen- 
tre's interest in the cervical cap grew over 
time. Initially a New Hampshire _ nurse- 
practitioner obtained a supply of caps and 
fitted herself and a few of her friends. 


~The method worked very well for them. She 


then incorporated the method into a college 
health service where she was working. The 
centre heard about cervical cap through her, 
discussed it and a number of the staff 
got fitted with caps to see how they felt 
about it. At that time caps were hardly avai- 


intercourse and be removed at three-day in-_ 
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lable in the US though they are as effective 
as diaphragms. Satisfied that it is safe 
and effective (their own experience proved it 
- a difference between them and conventional 
health service where service providers are 
not necessarily users), they decided to make 
it part of their gynaecological services. De- 
mand became so high that Prospective users 
are told they will be examined in groups of 
four and not individually. Not all women are 
good candidates for cap use: those with 
an active cervical infection, abnormal pap 


‘smears, a flat cervix or one that is hard to 


fit etc., are not appropriate users. 


Women are fitted with one out of. four si- 
zes and are instructed that the cap should be 
half to two-thirds full of cream, should be 
left in place at least six to eight hours after 


tervals. A cap costs $7.50 and rarely needs to 
be refitted and can last as long as 40 years. 


Thus, the intial time spent in instructing the 
women in its use is very cost-efficient. 


The work of this and other women's 
health centres has led to a= revaluation 
of the cervical cap by the FDA. Currently 
it is Classified as an experimental contracep- 
tive though it was widely used until about 20 
years ago. | 


The New Hampshire centre is also invol- 
ved in campaigns against rape, domestic 
violence and the struggle for abortion rights. 
The lesson offered from its_ services is 
that these are accessible, affordable and 
delivered with rapport. Women seeking help 
feel no 'social' distance from the staff. They 
have a choice of 16 models of fertility 


-control including abortion. Sterilisation is 
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available on referral. Enough information is 
given to make a_ self-determined choice. 
Questions and sharing of personal experien- 
ces are encouraged. 


The word "patient" is not used when 
referring, to a woman seeking a service. The 
service is built around the concept of 
a "Woman's culture". Women naturally seek 


out other women when they have problems. 


This kind of communication is supported ra- 
ther than supplanted by the centre's servi- 
ces. The staff are women in many ways simi- 
lar to those they serve. Many of the staff 


had their first contact with the centre 
as users. 

Women are receptive to. learning in 
groups. Also the individual approach is 


retained where needed. Although the focus is 
on health needs, broader aspects of women's 
lives not directly related to physical health 
are also discussed. The centre has tried to 
erase the artifical and counter-productive di- 
vision between active service providers and 
passive service receivers and challenge the 
myth that high quality health care is availa- 
ble solely from. male professionals serving 
female clients. 


The role these providers assume and 
their attitude towards those they serve rein- 
force the value placed on women's physical 
and intellectual capacities. This is perhaps 
the least tangible and most important ele- 
ment of the centre's work. 


- Condensed from a special report, '"Women- 
oriented health care" by Judith Bruce in 
Studies in Family Planning, Vol. 12, No.10, 
Oct. 1981 ; | 


An invaluable book for all 
expectant couples, those 

4 aspiring for motherhood, 
parents and doctors. Simple 
to read, easy to understz.1d. 


Will our child be a son or a 
daughter? It’s a question that 
interests most expectant couples. 
Thanks to the pioneering work of 
Dr. Papa, they can now decide on 
the sex of their child, before 
conception. 

Whether you conceive a boy or 
girl, is not merely a matter of 
chance. One of the most influential 
factors is the chemical climate 
inside the woman’s body, resulting 
from the food she eats. Dr. Papa 
has proved that by following a 
particular diet, it is possible to 
predetermine the sex of the child 
and this method has been 
practised by thousands of women 
successfully. 


“Boy or Girl?” is more than just a 
diet book. Dr. Mrs. Kutar, an 
eminent Delhi gynaecologist 
considers this book a revolution in 
modern medicine. It discusses how 
best to conceive. according to the 
contraceptive method you've been 
using, how to tell when you are 
ready for conception and the 
| moral implications of choosing the 
4 sex of your children. Scientifically 
{ devised and tested, Dr. Papa's 
“| method will not affect your health 
| or that of the baby. 
If you want to plan your family 
wisely, decide now. With no drugs or 
artificial methods involved, this 
book provides a natural and 
healthy way to choose your child. 
[ Proaiis rush me a copy of “Boy | 
or Girl? Choosing your | 
child through your diet”. | 
| amenclosing M.O./\Demand Draft/ 
Cheque for Rs. 105 (Rs. 95+ 
Rs. 10 for postage and packing) | 
in favour of | 
RITANA BOOKS 
| 
| 


New Delhi. 
Or send me by VP-P. 


AGGIGSSh. icc co cc oe | 
aia Cl jnstmssiacea cima 


Set 81, Defence Colony i. Mel : 
yover Market, New Delhi-110024. BS: “apa S 
Phone: 619901 Cable: RITANAPUB oe ae = 
| > 
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Full page advertisement in Stardust, July 198! 
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Publications being distributed at CED: 
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Health and the Work-place - Counterfact No. 4 - Rs. 2/- 

Asbestos - The Dust that Kills - Counterfact No. 5 - Rs. 2/- 

ies Sans Multinationals: The Bangladesh Crusade - Counterfact No. 6 - 
s. 2/- 

Pills for All - Counterfact No. 7 - Rs. 2/- 

ORT and the Credibility Gap - Counterfact No. 8 - Rs. 2/- 


The Scarcer Half - Counterfact No. 9 - Ravindra R.P. - Rs. 3/- ee 


Injecting NET-EN into India - Counterfact No.10 - Mira Savara - Rs- 9/- 
Aspects of the Drug Industry in India - Mukarram Bhagat - Rs. 15/- 

Operation Flood: Development or Dependence? - C.E.D. Research Team (A 
CITE Publication) - Rs. 15/- 

Land Degradation: India's Silent Crisis - Mukarram Bhagat (A CITE Publica- 
tion) - Rs. 15/- | 

The Tenth Month: Bombay's Historic Textile Strike - Factsheet | - Factsheet 
Collective - Rs. 20/- 


Communalism: The Razor's Edge - Factsheet 2 - Factsheet Collective - 


Rs. 20/- 

The Government of India and Hindustan Lever - Controlling Multinational 
Monopolies - An Anti Case Study - H.K.Paranjape - Rs. 8/- 

Socialist Health Review - Rs. 5/- per copy - Rs. 30/- subscription 

Forests and the People - Rs. 15/- ' 

Poverty, Development and Poverty - Rs. 45/- 

Medico Friend Circle Bulletin - Rs. 2/- each 

The Bhopal Disaster Aftermath - with Summary Report - Rs. 10/- 

Prescription for.Change, by Virginia Beardshaw - Rs. 42/- 

Reaching for Half the Sky - a Reader in Women's Movement - Antar Rash- 
triya Prakashan - Rs. 12/- | 2° . 

My Story - Our Story of Re-Building Broken Lives, by Flavia - English/Marathi 
- Rs. 10/- 

Shiva's Plight - A Story of a Child Worker - ICRA - Rs. 10/- 

The State of India's Environment 1984-85. The Second Citizen's Report - 
C.S.E. - Rs. 285/- 

Issues in Environmental Health: The Case of Pesticides. Papers for the MFC 
Annual Meet 1986. A CED-MFC Publication - Rs. 15/- 

Here Lies Your Motherland, by Birendra Chattopadhyay - Rs. 15/- 

Forests in India's Heritage - Chipko Movement - Rs. 10/- 

Ecological Audit of Eucalyptus Cultivation by Vandana Shiva & J. Bandopadh- 
yay - Rs. 75/- 

Chains of Servitude - Bondage & Slavery in India, by Utsa Patnaik & Dingwa- 
ney Manjari - Rs. 70/- 

Abuse of Women in Media - CAP - Rs. 18/- 

Seeds & Food Security - SAM - Rs. 18/- 

Rajiv Era - A Historical Perspective, Ed. A.R.Desai - Inquilabi Communist 
Sangathana - Rs. 5/- 
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ABOUT CED 


The Centre for Education and Documentation (CED) is an independent organisation 
involved in documentation and research-cum-action oriented programmes catering to 
the needs of scholars, professionals, students, development workers, and other 
concerned individuals. : 


Established in 1978, and registered under the Societies and Public Trust Acts, the 
CED collects, collates, researches and disseminates information on a wide range of 
subjects of social importance. 


Above all, the CED provides a focal point for like-minded individuals and groups to 
interact with one another in order to relate theory to experience and action, in 
their respective areas of involvement. ' 


CED's occasional publications are part of our effort to generate and spread aware- 
ness on important social issues in order to encourage further study, reflection and 
action. CED also maintains a distribution service for material brought out by diffe- 
rent groups. 
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CED has also begun DOCPOST, a facility which provides you with xeroxes of mate- 
rial from our documentation culled from 10 national dailies, 100 periodicals and jour- 
nals and 250 other sources of reports, data, analyses etc. from India and abroad. 
The speciality of this service is its ow cost, rangegand selectiveness. It has been 
designed to meet specific as well as general needs. 


The three types of DOCPOST services: 


a) DOCPOST (Regular):- Here you choose your topics of interest and receive fort- 
nightly xeroxes from our files 


b) DOCPOST (Spot):- If you have a spot need for background information on a 
particular topic 


c) DOCPOST (Selective):- You can get selective information or documents as and 
when you ask for it. 


Write to us for more information. 


CENTRE FOR 
EDUCATION AND 
DOCUMENTATION 
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3 Suleman Chambers, 4 Battery St., Behind Regal Cinema, Bombay 39 - Tel. 2020019 


